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ABSTRACT

This gerontology career preparation project, from October 1, 1982 to
February 29, 1984, funded the following training activities in mental health
and aging: (a) traineeships for graduate students in USC's doctoral track
in clinical psychology and aging and in the Leonard Davis School of Geron-
tology master's track in direct service; (b) partial core support for the
Andrus Older Adult Center, the major practicum site for clinical training;
(c) expanded contacts with the aging network; (d) development of clinical
case materials, currently in draft form; and (e) evaluation of the training
program.

Each of the two academic tracks awards approximately three degrees per
year, with students' progress toward graduation facilitated by training grant
support. While trainees, students are active professionally, writing articles
and book chapters, for example, and making presentations to local service
providers and national professional audiences. Moreover, students provide
service to clients at the Andrus Older Adult Center. The rough draft of the
casebook, part of which is appended, gives an idea of the Andrus Older Adult
Center clientele and treatment approaches used by trainees.

Among the activities with the aging network have been a conference on
Brain Damage in the Adult Years, an evaluation of the Los Angeles AAA's
Emergency Alert Response System (a program using Lifeline equipment connected
to central response stations in local hospitals), and assistance in providing
and evaluating an information and referral service at Andrus Gerontology
Center. In all of these information-sharing and research activities, we have
been impressed by the importance of family members--as caregivers for their
physically frail or mentally impaired older relatives, and as people who
themselves need emotional support, information, and assistance--and the
importance of collaboration with the aging network in meeting those needs.

The evaluation of the training program found that trainees improved on
the case description measure of knowledge in mental health and aging and on
the Palmore Facts on Aging quiz; they also showed increased endorsement of
public responsibility for the aged. Aging trainees shifted toward objectively
less positive responses on a few attitude subscales, which we viewed as
suggesting a healthy reduction in naive optimism as a consequence of their
training experiences. When the gerontology and non-gerontology students were
compared, thosc choosing a career serving the aged were found to have stronger
relationships with their maternal grandmothers as children, but no support
was found for the proposition that they had unusual fears of death or denial
of the effects of aging. Rather, they liked working with older adults and
genuinely wanted to be of service. Finally, the exposure experienced by the
non-gerontological students by virtue of being in the same graduate depart-
ment appeared to lead to increased knowledge about the aged and more positive
attitudes toward them.

We are grateful for the support of OHDS in helping us to accomplish
these activities.
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NARRATIVE

Introduction

The purpose of this project was to develop new directions in graduate
training in mental health and aging at the University of Southern California.
This career preparation program involves both doctoral students in clinical-
aging psychology in the Department of Psychology and masters degree students
in the direct service track of the Leonard Davis School of Gerontology at
Andrus Gerontology Center. These two academic programs are coordinated by
Drs. Margaret Gatz and Steven Zarit respectively.

The major facility in which both clinical-aging psychology doctoral
students and Leonard Davis masters students receive practicum experience
is the Andrus Older Adult Center (AOAC), a site where trainees and supervisors
provide mental health services to older adults. The AOAC is directed by
Steve Zarit, assisted by Nancy Orr. Further description of the AOAC is
provided later in this report.

The project, which ran from October 1, 1982, to February 29, 1984,
funded a number of specific activities related to the clinical training
of the students:

1. Students were awarded traineeships, without which support they
could not have completed their graduate education.

2. Core administrative functions and clinical supervision at AQAC
received partial support. These activities are essential in order to
provide a site for clinical training.

3. Contacts between the training program and the Aging Network were
expanded, specifically, (a) by providing training in dementia and related
topics for local agency personnel through the UCLA/USC Long Term Care
Gerontology Center and the Los Angeles County AAA, (b) by conducting a
program evaluation for the Lns Angeles City AAA, and (c) by having trainees
work in Information and Referral along with older adult volunteers at
Andrus Gerontology Center.

4. A start was made on developing clinical case materials for use
by our trainees and for eventual dissemination to other training proyrams.

5. An evaluation of the clinical training program at AOAC was undertaken.
This report documents progress to date for each of these activities.

Significance

This career preparation program directly addresses the need for trained
personnel in mental health and aging. The need has been frequently documented,
for example, by Birren and Sloane's 1977 “"white paper" on manpower and training
needs in mental health and illness of the aging, and by the report of the
AcA-funded Mini-Conference on the Mental Health of Older Americans held in
1980 in support of the White House Conference on Aging. In psychology, the 1980
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Human Resources Survey of the American Psychological Association indicated
that only 108 out of 26,943 doctoral-level practitioners spent 50% or

more of their time working with older adults. This figure, even if it is
an underestimate of total psychological service provision to the aged,
contrasts strikingly to Birren and Sloane's estimate that 2000 clinical
psychologists specializing in older adults will be needed by 1988. Due
to the insufficient numbers of trained doctoral-level professionals, many
have urged a multi-Tevel personnel system.

The activities funded by this project have addressed the need for personnel
in several interrelated ways. Responsive to the idea of a multi-level personnel
system, both clinical-aging psychology doctoral students and gerontology masters
degree students are trained together in the same clinical setting. Responsive
to the concern for a greater proportion of doctoral-level practitioners to be
competent to work with older adults, the clinical-aging track is embedded in
a general clinical psychology training program, and all students in that
program receive at least some exposure to aging.

The development of training programs in the past has been hampered by
@ scarceness of trained faculty and supervisors, suitable clinical facilities,
and useful training materials. The training program at USC is in the almost
unique position of having both the faculty and the clinical facility, as
well as a stable record of producing masters and Ph.D. graduates in the
area of aging. The funds provided by this project have helped to support
the clinical training facility, and importantly, to make the experiences
of trainees there transportable to other training programs through the
development of case materials. Moreover, graduates from the USC training
program already are becoming faculty and supervisors themselves elsewhere.

Most significantly, this project has funded the collection of evaluation
data to document the actual production of trained personnel by these two
USC academic programs, their commitment to training and service, and their
acquisition of specific knowledgeand skills for working with the mental
health needs of the aged. To some extent, this entire document represents
the product of this evaluation effort. Results obtained from administration
of measures directed at assessing the knowledge and skills gained by trainees
from being in the program are in the fifth section below.

Trainee Support

This grant--which encompassed three academic semesters (Fall 1982,
Spring 1983, Fall 1983)--has provided direct support for four doctoral
students in clinical-aging psychology and five masters level students from
the Leonard Davis School of Gerontology. In addition, during those same
semesters, the training offered at the Andrus Older Adult Center has
contributed to the graduate programs of three other Leonard Davis students,
twelve other clinical-aging psychology students, five students from USC's
general clinical psychology doctoral program, and four doctoral stidents
from the California School of Professional Psychology. Furthermore, all
students in the USC general clinical psychology program received some exposure
to issues of nlder adulthood through their interviewing practicum and didactic
coursework in assessment and psychopathology.
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Since October, 1982, three of the five Leonard Davis trainees have
graduated and the other two expect to receive their M.S.G. degrees in
January 1985. Two clinical-aging psychology students have finished their
Ph.D.'s, with two more expected to finish in September, 1984. Three of
the clinical-aging students completed their master's theses and are
continuing on in the program toward a Ph.D. The thesis or dissertation
titles and the post-graduate employment of all graduates are shown in Table 1.

A1l clinical psychology students must take a year's internship before
being awarded their doctorates, in addition to the practicum work at AOAC.
During the period of the grant, clinical-aging students have accepted
internshipsat: Loma Linda Veterans AdministratimMedical Center, Loma
Linda, CA; Los Angeles County/University of Southern California Medical Center,
Los Angeles; Didi Hirsch Community Mental Health Center, Los Angeles;

Brentwood Veterans Administration Medical Center, Los Angeles; and Central
Peninsula Mental Health Center, Kenai, Alaska.

While in the program, students have been active in research and professional
meetings. For example, trainees have co-authored twenty published articles
or chapters and presented three dozen papers. The tables in Appendix A summarize:
(a) publications by clinical-aging trainees during the time of the training
grant, (b) professional presentations by trainees, (c) funded grant propgsals
written by trainees, and (d) selected other professional activities in
which trainees have been engaged. Their record of involvement is impressive,
and the training grant support has been important in facilitating the
students' productivity.

Andrus Qlder Adult Center

The AOAC is directed by Dr. Zarit with the assistance of Nancy Orr, who
does all of the day-to-day administration, considerable amounts of clinical
supervision, and some direct service to clients and families. Zarit and
Gatz, along with Orr, co-lead a weekly case conference and provide on-going
clinical supervision. The grant has provided a portion of Orr's salary,
which has been vital to maintaining the Andrus Older Adult Center as a
clinical training site. It also contributed to the summer salaries of
Zarit and Gatz, essential to the clinic's year-round operation. Appendix B
contains a brochure about the Center.

The sheer amount of clinical service prevision by trainees is noteworthy.
Over a one year period, clinical-aging doctoral students accounted for
seventy-five diagnostic work-ups, saw seventy individuals or families for
treatment, and worked with five groups. Leonard Davis trainees averaged
about ten counseling cases apiece aiong with conducting clinical intakes
and five to six hours per week of telephone counseling and I & R. Four of
the trainees have co-led groups as weli. Clients typically present with
some mixture of depression, delirium, dementia (e.g., Alzheimer's disease),
marital tension, or issues of assertion. The groups include supvort groups
for caregivers of family members with Alzheimer's disease, autobiography
groups, assertion training workshops for older women, and a rap group for
facilitating the continued effective functioning of "well" older adults.




Table -1

1983-4 USC Psychology Department Clinical-Aging Graduates

Trainee

Mary Boutselis
(M.A., 1983)

Max Fuentes
(M.A., 1984)

Kathleen Mahurin
(M.A., 1984)

Connie Dessonville
(Ph.D.,1982)

Michael Gilewski
(Ph.D., 1983)

Curtis Hileman
(Ph.D. exp.,
1984)

Samuel Popkin
(Ph.D. exp.,
1984)

'Thesis or Dissertation ;

Use of the Luria-Nebraska Memory Test in
diagnosis of senile dementia

Fear of crime in the elderly: Its relation
to leaving one's abode, self-reported health
and sense of personal control

Depression, health, and somatic complaints
in older adults

The role of anticipatory bereavement in the
adjustment to widowhood in older women

Self-reported memory functioning in young-
old and old-old age. Structural models of
predictive factors

Development and validation of an MMPI-168
(Moderator) Index for predicting the degree
of configural similarity between MMPI-168
and standard MMPI profiles

Self-monitoring of daily memory functioning
in older adults: Further work on the rela-
tionship between metamemory and performance

Present Position

(continuing in Ph.D.
program)

(continuing in Ph.D.
program)

(continuing in Ph.D.
program)

Post-doctoral Fellow,
NPI, UCLA

Staff psychologist,
V.A. Qutpatient Clinic,
Los Angeles

Post-doctoral Fellow,
Langley Porter Inst.,
Univ. of California,
San Francisco

Post-doctoral Fellow,
Neuropsychiatric
Institute, UCLA

1983-4 Leonard Davis School of Gerontology Direct Service Track Graduates

Karen Smith
(M.S.G., 1983)

Terri McWilliams
(M.S.G., 1983)

Pamela Lillard-Todd
(M.S.G., 1983)

(by comprehensive exam)

Senile dementia: Differences in caregiver
burden between Black and white families

A longitudinal study of family burden in
Alzheimer's disease and related disorders

Director of a
residential treatment
facility, South
Carolina



Table 1 (Cont'd)
1983-4 Leonard Davis

School of Gerontology Direct Service Track Graduates (Cont'd)

Trainee

Shawn Herz
(M.S.G.,
exp. 1984)

Shari Miura
(M.S.G.,
exp. 1984)

Thesis or Dissertation Present Position

(by comprehensive exam) Case Manager,
Culver City Home

Health Services

Incontinence in senile dementia
patients: Effects on caregiver
burden

Current employment of a sample of previous graduates

Debra Cherry
(Ph.D.,1982)

LaDonna Ringering
(Ph.D.,1982)

Kenneth Cole
(Ph.D.,1981)

Anita Woods
(Ph.D.,1980)

Dolores Gallagher
(Ph.D.,1979§

Wendy Heinz (M.S.G.)

Chris Piatt (M.S.G.)

Nancy Bopp (M.S.G.)

Psychologist and Consultation & Education Specialist, City of
Gardena Senior Day Center, Gardena CA

Psychologist and Clinical Coordinator of Services, Center for
the Partially Sighted, Santa Monica, CA

Psychologist, Geropsychology Program, East Foothill Guidance
Clinic, Monrovia, CA

Research psychologist, Post doctoral training program in mental
health and aging, Texas Research Institute for Mental Science,
Houston, TX

Director of Training, Gerijatric Research, Education, and Clinical
Center, Palo Alto VA Medical Center, Palo Alto, CA

Instructor, Social Science Dept., Mount San Antonio College, CA

Gerontological Mental Health Specialist, Comprehensive Community
Mental Health Center, Tacoma, Washington

Private practice, North Hollywood, CA
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The Leonard Davis students all share in the responsibilities of day-to- .
day operations like handling correspondence, light bookkeeping and financial
management, and monitoring and updating the information and referral system.
Consequently, they learn about operations and management of the AOAC services.
A1l Leonard Davis students who received financial assistance from the training
grant put in between 17-20 hours per week of work: 80% of this time was
clinically related, 20% administrative. They averaged 3-6 hours more a
week than a Leonard Davis student not receiving assistance.

Finally, trainees have been working as research assistants on several
applied clinical research projects. The major study, on which Steve Zarit
is principal investigator, is a controlled evaluation of individual and
family therapy versus support groups as treatment for families of older
adults with Alzheimer's disease. Six or more trainees have been assistin
with this study. Another study, involving both Zarit and trainee Pam Li]?ard,
is following up Alzheimer's patients after two years to find out whether
they are still living at home with their families and what changes in the
family's sense of burden and distress have taken place over that time.

A third study--with Orr, Dr. Joseph Ouslander, and trainee Wendy Weicker--
is investigating incontinence in patients with senile dementia and its
effects on caregiving. A final study--with Bonnie Hedlund--is looking at
the effects of the autobiography group in treating depression. These
research projects serve to enrich the clinical experience of the trainees
and enhance the service provision offered at AOAC, as well as add to the
existing knowledge base regarding clinical intervention.

Aging Network Linkages

Lack of articulation between the mental health system and aging service
agencies is often cited as a reason contributing to underserving or misserving
older adults who are in need of mental health services. Consequently, attention
was paid to insuring that trainees gained exposure to the aging network.

UCLA/USC Long Term Care Gerontology Center. During the grant period,
AQAC personnel have provided presentations, workshops, and technical assistance
to a number of local agencies. The primary topic is caregiving in relation
to senile dementia, although other aging-related topics have also been addressed.
Trainees assist with these activities. As a result, experiences from working
with AOAC clients are shared with agency personnel, who learn from attending
the presentations; and the students gain through learning how to give talks
and from interacting with the Aging Network. Many of these activities have
been under the aegis of the UCLA/USC Long Term Care Gerontology Center.

One nf the most significant of these workshops was a conference called
"Brain Damage in the Adult Years: A Challenge for the Professional",
co-sponsored by AOAC and the Family Survival Project of San Francisco. Nancy
Orr coordinated the conference; trainee Terri McWilliams was co-coordinator;
trainees Shari Miura, Shawn Herz, and Pamela Lillard also assisted.

Trainee Sam Popkin gave talks on daily memory and aging to the Andrus
Volunteers (October,1983?, the American Association of University Women

(January, 1984), St. Vincent Medical Center's program called "For Health's

Sake" (February, 1984), and Santa Monica Senior Health and Peer Counseling

(May, 1984). Margaret Gatz and trainee Max Fuentes gave a talk on the psychology

6 .1(]
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of aging for an April 1984 workshop about the aging process held in Anaheim
at the annual convention of the American Alliance for Physical Education,
Health, Recreation, and Dance.

Los Angeles City ARA. Seven USC clinical-aging psychology students,
one California School of Professional Psychology student, one Leonard Davis
student, and a number of undergraduates, all under Margaret Gatz's super-
vision, have nearly completed a program evaluation project in cooperation
with the city AAA. The AAA established a city-wide Emergency Alert Response
System (EARS). EARS places emergency units in the homes of frail older
persons who Tive alone, with emergencies being signalled to central response
stations in local hospitals. The UCLA/USC Long Term Care Gerontology Center
provided a small seed grant to begin the project. Students who have been
involved in the project have gained experience in workingwith the staff at
the hospitals and the AAA.

*

The evaluation is nearly complete. Pre-post data are all collected
and analyses are proceeding. We were fortunate to have the opportunity to
present preliminary results at a symposium in August 1983 on Aging and
Technological Advances sponsored by the NATO Special Programme Panel on
Human Factors. That presentation will be included in a book of the con-
ference proceedings to be published by Plenum. " A copy of the manuscript
is attached as Appendix C. In addition, the EARS data set was used by
students for one paper at the 1983 American Psychological Association
Convention and one paper at the 1983 meetings of the Gerontological
Society of America and will be used for two papers at the 1984 American
Psychological Association Convention.

Information and Referral. All trainees spend some time working on
information and referral, either at AOAC or at the Andrus Gerontology
Center, under the supervision of Margaret Gatz, Nancy Orr, and the Informa-
tion and Referral specialist. This person (at various times, Betty Powell,
Natalie Bellick, Frances Hess), a portion of whose salary was paid by the
grant, works at AOAC and has assisted at the Andrus Gerontology Center
one day per week. The experience of maintaining a resource file, in
order to make appropriate referrals, has been of particular importance in
familiarizing students with the Aging Network services.

The group at the Andrus Gerontology Center, known as Resource Counselors,
includes both trainees and older adult volunteers. Goldenera has providad
funding to cover mileage for the Andrus Volunteers, telephone bills,
supplies, and a portion of the time of a student during the summer.

The Resource Counselors are a volunteer information and referral
program that was formed in response to unsolicited callers to Andrus
Gerontology Center seeking information regarding community services for
older adults. It was also intended to serve a training function. It is
a referral service and not a counseling facility, nor does it usually
directly contact agencies on the caller's behalf. The Resource Counselors
staff an office in the Andrus Gerontology Center for approximately two to
four hours each work day. The main reception desk at the gerontology center
is equipped to transfer in-coming calls to the I & R office and to note
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messages for the Resource Counselors should the office be closed. These
latter calls are then returned during the regular operating hours.

A1l in-coming calls are reviewed at mandatory supervisory meetings.
Suggestions for additional referrals or improving caller-counselor inter-
actions are discussed and mail inquiries needing responses are assigned to
specific Resource Counselors.

In the 1982-83 fiscal year, theResource Counselors reponded to
approximately 627 calls. Roughly 25% of those were handled by graduate
student trainees, 4% by undergraduates, and the remaining by the older
volunteers.

It is estimated that 25% of all in-coming calls concerned older
individuals suffering memory loss or dementias. This high prevalence
may be due to the age of the population served, coupled with the reputation
of the Andrus Gerontology Center for its research in Alzheimer's disease.

Resources most frequently sought by callers were medical and psychological
service referrals (25% each). Other common requests were for information
regarding in-home care, nursing home placements, and clarification of
problems. This last concern is largely a matter of consultation and less
of agency referral, and the Resource Counselors' skills of listening,
redefining problems, and empathic responses are especially important.

It is interesting to note that many callers are second or third
parties. Only about a third of the in-coming calls are from people seeking
resources for their own immediate self-use. Second generation relatives
such as adult children and grandchildren constitute a fair percentage of
callers (37%), which is surprising considering that only about 5% of the
calls are from spouses. Professional service providers or academicians
also use the service and comprise 10% of the calls.

Chris Anne Wolfe, one of the clinical-aging doctoral students supported
on the training grant, has been conducting an evaluation of the Resource
Counselors. Based on two sources of data -- (1) calling back a sample of
39 callers, and (2) checking AOAC records to see which callers followed
through when they were referred there -- she estimates that roughly 59% of
those calling are helped with referrals or consultation. An additional 10%
of the callers report that merely having the names of agencies or resources
was sufficient. She is presently writing up these data for Goldenera
and for professional dissemination.

Casebook Materials

The idea of the casebook is to develop written materials for use by
our own students as well as by trainees elsewhere. While in recent years
there has been an jncrease in material and books on mental health and
aging, they primarily contain only short vignettes. More extensive examples
would better capture subtleties in assessment and diagnosis, and would
provide a sense for how treatment procedures are implemented in actual
complex cases. The casebook as envisioned would be useful for other
audiences as well: students in gerontological disciplines not directly
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concerned with mental health, aging network personnel, and mental health
professionals who do not have specialized training in aging.

When we have told people about the project, we have found a great
deal of interest in the cacebook, both by professional colleagues at other
training programs and by book publishers, suggesting that the casebook
will be an effective vehicle of dissemination. Our piloting efforts to
date have involved giving copies of the cases from the evaluation measures
to colleagues at USC and elsewhere for use in teaching (these cases are
described in more detail in the next section of the report). Their response
confirms our enthusiasm for the project.

At present we have generated over 100 manuscript pages of material,
including write-ups of nine cases and one therapy group. The draft is
still quite rough, but has the advantage in its present form of conveying
the types of notes that trainees keep as they are beginning to work with
older clients. Subs:quent drafts will apply a uniform outline for all
cases, will focus more on the presenting problem--conceptualization,
assessment, differential diagnosis, etiology--and will use each chapter
as a platform from whicht discuss one or two key topics in mental health
and aging. The final prepublication draft will be piloted with aging
network audiences and sent to AoA. Four selections, still in rough draft
form, are included in Appendix D.

Evaluating the Training Program

The data on trainees presented earlier show that students are graduating
from the program and taking positions where they serve the aged and provide
training for other students and paraprofessionals. Furthermore, the data
indicate that the trainees are highly productive while they are in the
program, writing papers and giving talks to professional organizations
and local aging network agency personnel. In sum, we have documented a
successful gerontology career preparation program.

In this section we focus on looking specifically &t the knowledge and
attitudes of students while they are in the program, and how their knowledge
about the mental health of older adults changed over the 17 months of the
grant period. We saw this effort, although Timited in its rigor by the
small number of trainees and by the short length of time over which to
observe changes, as a valuable first stop in assessing the effectiveness
of the training model--in particular, the effect of training experiences
at AOAC. Intriguingly, the measures that we developed for this evaluation
have already been adopted for use elsewhere, suggesting that the evaluation
design and instruments may be yet one more product for dissemination from
this project.

Qverview of design. Five groups of students were assessed: Leonard
Davis School of Gerontology students in the direct service track who were
trainees at the AOAC, a comparison group of Leonard Davis students who were
trainees in tracks other than direct service, clinical-aging psychology
doctoral students, clinical psychology students from USC whose specialization
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was in an area other than aging, and doctoral students from the California
School of Professional Psychology (CSPP) who were trainees at the AQAC.
Because of the pervasiveness of gerontology at USC, we had als. hoped to
obtain data from non-gerontological doctoral students in clinical psychology
from CSPP or another university other than USC in order to get a more
accurate baseline for the Tevel of knowledge and attitudes of typical
clinical psychology students; however, this effort had to be postponed.

The evaluation was designed to tap students' knowledge about aging
as well as their skills in assessment and intervention. Attitude measures
were-also included, primarily as a descriptive variable in comparing aging
trainees with other students. The measures (see Appendix E) included:

1. Pruchno and Smyer's (in press) quiz of knowledge of mental health
and aging;

2. Palmore's (1977) quiz of general knowledge of facts about aging;

3. a case description measure (Gatz, Pearson, and Zemansky, 1982)
in which students were given two intake summaries and asked to write up a
diagnostic assessment and treatment plan;

4. both Kogan's (1961) and the Ontario Welfare Council's (1974) scales
of attitudes toward the elderly;

5. psychological measures hypothesized to covary with attitudes and
with choosing a career in gerontology: functionalistic ethic (Sherman,
1981), intolerance of ambiguity (Budner, 1962), Machiavellianism (Christie,
1970), and anomie (McClosky & Schaar, 1963);

6. background information on trainees such as previous experience
serving with older adults, interaction with their grandparents, reasons
that they chose to go into a career in gerontology.

Additionally, the clinical skills of trainees were assessed by video-
taping students interacting with older and younger volunteers who presented
problems to the students similar to some of the interpersonal issues that
might be raised by clients. It is planned to score the tapes according
to students' use of helping skills (Hi11, 1978) and to compare clinical-
aging with clinical students in terms of their patterns of interaction with
older and younger "volunteer clients". As of this date, the rating of the
tapes has not yet been started.

There were four times of measurement. Table 2 shows the schedule of
data collection.

Results on the case description mesure. This measure, developed for
the present study by Gatz, Pearson, and Zemansky from composites of real
AOAC intake summaries, can be found in Appendix E. At time 1, all students
were given descriptions of two typical intake cases involving older adults
and asked to write up a diagnostic assessment and treatment plan for each.
Half received set A (Peggy S.; Sherman and Sally K.) while half received

10
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TABLE 2

~

Schedule of Data Collection

Jan 1983 May 1983 . Sept 1983 Jan 1984
Leonard Davis School time 1* time 2 time 3 time 4
students: AOAC trainees (N=4) (N=4) (N=4) (N=4)
Leonard Davis School time 1 time 2
comparison students (N=3) (N=3)
California School of time 1 time 2
Professional Psychology: (N=2) (N=2)
AOAC trainees
Clinical-aging time 1 time 2 time 3 time 4
psychology trainees (N=11) (N=11) (N=11) : (N=11)
Clinical psychology time 1 time 2 time 3 time 4
comparison students (N=19) (N=12) (N=12) (N=12)
New clinical-aging time 1 time 2
psychology trainees (N=4) (N=4)
New clinical psychology time 1 time 2
comparison students (N=10) (N=10)

*Measures:

time 1: videotaped interviews
case description pretest
knowledge and attitude questioanaire
demographic and experience questionnaire

time 2: case description posttest
knowledge and attitude questionnaire
experience update

time 3: knowledge and attitude questionnaire
experience update

time 4: knowledge and attitude questionnaire
experience update ’
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set 1 (Reggie W.; Ruth T.). At time 2, all students were again given two
cases, with those who had done set A at time 1 now receiving set 1, and
vice versa. The case descriptions were rated without knowledge of the
students' identity or whether it was pretest or posttest.

For a first look at the data, each written description was simply
assigned a "grade" from A to D (there were no Fs). Criteria that went into
the grade included: correct assessment of whether the presenting problem
was organic or nonorganic (or whether making this diagnosis required further
assessment), identification of reversible conditions, discussion of the
possible influence of physical health and drugs on psychological status,
mention of the implications of the client's 1ife history for diagnosis and
treatment, consideration of family supports and social networks, and
description of relevant psychotherapeutic techniques. Interrater reliability
was by consensus.

Change scores were calculated by comparing the two grades given at
time 1 to the two grades at time 2. We found that the Leonard Davis School
trainees improved, witile the Leonard Davis control students declined slightly.
Clinical psychology students not specializing in aging showed substantial
improvement,clinical-aging students on the average did not change over the
two times of measurement, and the CSPP students who were trainees at AOAC
improved slightly.

To understand these patterns, we 1coked at the score levels at both
pretest and posttest. Leonard Davis students supported our hypothesis;
both trainees and control students scored relatively low at time 1. At
time 2, after a semester's training at AOAC, the trainees had made marked
gains. For clinical-aging psychology students, the measure showed a ceiling
effect. These students scored relatively high at both time 1 and time 2,
and they had little room to show improvement. While statistically this result
was disappointing, it does show the level of expertise these students had
already attained. On the other hand, we were surprised and encouraged by
the results for the clinical psychology students. While their time 1 scores
were relatively low, they improved over the semester. suggesting that mere
exposure in classes and practica to peers whose specialty was aging had an
influence on their knowledge of the mental health of older.adults.

In sum, these results provide some support for the idea that students
do learn skills applicable to treating older clients while working at AOAC
and for the approach of having both gerontological and non-gerontological
trainees in the same graduate program.

Results on measures of knowledge and attitudes. In order to determine
whether students changed over the time that they were in the training proaram,
two main types of analyses were conducted. (a) First, repeated measures
analyses of variance were carried out for the clinical-aging psychology students
over four times of measurement, then separately for the clinical psychology
comparison students over four times of measurement. Within this approach,
follow-up paired t-tests were used to look at time 1 versus time 2 for each
group of students, permitting a larger sample than was available for the full
four times of measurement. (b) The second type of analysis involved paired
t-tests in which one score (pre-test) was the student's level on the dependent
variable just before being placed at ACAC, and the other score (post-test) was
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the student's level on that variable after a semester's practicum at AQAC.

Over the three semesters of the arant period, a total of 16 students (7 clinical-
aging, 3 clinical psychology, 2 CSPP, and 4 Leonard Davis students) spent time
training at AOAC and were available for these analyses. The mean scores
corresponding to each analysis can be found in Table 3.

In effect, the numbers of subjects per cell, and the fact that we have a
variety of comparison groups rather than any single formal control group,
precluded more elaborate multivariate techniques. Nonetheless, the combined
findings across analyses formed a consistent and interpretable pattern. That
pattern has the gerontology students (clinical-aging and Leonard Davis) gaining
in knowledge about aging, thinking less stereotypically about the aged, and
endorsing a more self-reliant stance on the part of older adults. Clinical
students, in comparison, showed some gains in knowledge and attitudes, although
remaining less knowledgeable and less positive than the gerontology students.
In other words, differences between groups of students were in the predicted
direction, but again there appeared to be some effect on the clinical students
of simply having indirect exposure to aging content and contact with peers
specializing in gerontology.

In more detail, there were two measures of knowledge, Pruchno and Smyer's
questions about mental health and aging and Palmore's Facts on Aging quiz. On
the Pruchno and Smyer measure, gerontology students stayed constant at about
85% correct (although at time 3, the clinical-aging students got up to 90%),
while the clinical psychology comparison students stayed constant at about 807%
correct. There was significant change on the Facts on Aging quiz, involving
gain on the part of both groups. From time 1 to time 2, clinical-aging students
improved by an average of one additional correct item. This change was at the
level of a statistical trend. The clinical students not specializing in aging
started out getting an average of three more items wrong than did the clinical-
aging or Leonard Davis students. They showed little improvement at time 2, but
by time 4 they had increased significantly, although they were still below the
initial level of the aging students. By time 4, clinical-aging students had an
average of about 89% correct and Leonard Davis students 93%, while clinical
students averaged about 76%.

On the attitude measures, all gerontology students showed several changes
on the Ontario Welfare Council subscales, and both aging and non-aging students
changed on the Kogan measure of attitudes toward the elderly. As would be
expected, clinical-aging students were consistently more positive than clinical
students on the Kogan measure. However, from time 1 to time 2, clinical-aging
students became less positive (specifically, they agreed significantly more with
negatively worded statements), while both Leonard Davis students and clinical
students became significantly more positive. For both the clinical-aging and
clinical groups, over times 3 and 4, attitudes leveled off closer to initial
lTevels than to time 2 scores.

On the Ontario subscales, from time 1 to time 2, both the clinical-aging
trainees alone and the entire group of gerontological trainees moved in the
direction of more toughness and cynicism about older persons. However, for
clinical-aging trainees, there tended to be a shift back to lower levels of
cynicism at times 3 and 4. An example of the type of item scored on this sub-
scale would be "old age is OK for those who are financially independent." Two
other subscales where students showed changes were family responsibility and
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Table 3

Mean Scores on Knowledge and Attitudes Ouestionnaire Scales

clinical-aging psychology all clinical psych. comparison placed
gerontology at AOAC
timel time2® time3 time 4b timel time22 timel time2? time3 time 4b pre post
h test testC
Pruchno
& Smyer  12.8 13.0 13.7 12,9 12,6 12.6 11.9 11.9 11.5 12.5 12.6 12.8
Palmore:
Facts on t t
Agingquiz 20-9 21.7° 22.3 22.0° 21.0 21.6 17.2 17.8 18.2 19.0* 20.8 21.6**
POSIVIVe 10,9 3.6 3.6 1.8 14.2 5.8 31.7 25.0 20.0 16.7 15.0 8.8
ne9atIVe 142 13.6 10.2 13.1 13.8 141 26.0 26.0 25.0 24.0 15.6 12.9°
Kogan:
total 196.5 192.0 200.6 200.0* 194.5 194.0 183.3 186.9* 183.2 183.1 193.1 194.3
positive 91.3 91.1 94.4 95.2 89.7 89.9 84.0 87.2**87.0 85.8 88.4 89.1
" negative 105.3 100.9* 106.3 104.8* 104.8 104.2 99.3 99.7 96.2 97.3 104.7 105.2
Ontario
Welfare
Council: ¢
toughness 55.0 60.5*r 52,7 54.3° 51.0 57.7**53.4 57,3 58.9 57.7 51.4 54.8
denial 6.9 7.8 6.8 7.9 6.8 7.8° 3. 8.8 9.1 9.3 7.0 7.9
anxiety  43.2 45.5 41.3 45.4 43.6 41.5 46.1 53.2 50.0 52.8 46.4 45.6
Z?C‘a‘ 3 48,5 44.0 44.8 42.1 43.0 44.7 48.4 51.6 49.3 44.0 43.1
1stance
t

family re- t * * 2 97 .4
sponsibi Tity 86.3 96.4° 93,9 95.9 86.8 96.0* 91.3 95.2 83.6 96.4 §2. .

public re- oo 1 94 o 934 93.1' 88,9 93.8**88.4 80.8 86.7 81.3 86.2 91.9*
sponsibility

stereo- 20.5 23.4%% 20,2 2?1.

t X
typing 7% 20.0 22.8%+23.8 24.2 26.2 25.9 21.2 22.6

results of paired t-tests comparing time 1 to time 2 (N= 15 for clinical-aging, 24 for all
gerontology, 29 for clinical psych. comparison)
results of repeated measures aqal{ses comparing the four times of measurement (N= 10 for
(Clinical-aging and 12 for clinical)
results of paired t-tests comparing trainees before and after placement at AQAC (N=16)

t p<.10
* p<,05
* % p <'01
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public responsibility. Gerontology students in particular indicated increased
be]ief_in both family and public responsibility, and the clinical psychology
comparison students changed toward endorsing more family responsibility.
Typical items scored on these subscales would be: "relatives...rightly expect
the children to care about their well being if they live a very long life";
?o]d age pensioners have a right to be taken care of in a dignified way even

1f younger people must contribute their taxes to make this possible." Finally,
on the subscale of stereotyping the aged, gerontology students--especially
clinical-aging students--moved significantly toward adopting more unfavorable
stereotypic images of the aged (e.g., "no one who is retired and over 70 should
be allowed to drive a car"), although still less stereotypic than the clinical
psychology comparison students.

Interpreting attitudinal measures is complicated; scoring in an apparently
more "ageist" direction could indicate negative attitudes, or lack of knowledge,
or a realistic image of some of the problems, difficulties, and limitations that
older individuals really do have. We have opted for the latter interpretation
of changes on the Kogan and Ontario measures; in both instances, there was a
shift toward more endorsement of negative statements, but with the mean score
still quite positive. Our interpretation is further supported by results on the
bias scores calculated from the Facts on Aging quiz. Two error scores were
calculated: the percent of errors that involve making overly positive
attributions, and the percent of errors that involve making overly negative
attributions. The results showed that, taking all gerontology students together,
there was a significant drop in positive bias, but no change in negative bias.
Taken in the context of improved scores on the quiz, this result is consistent
with the interpretation that students are not so much becoming more "ageist" as
they are moderating overly positive attitudes and becoming tougher and more
realistic. Moreover, becoming more realistic and recognizing the problems of
older individuals apparently goes along with greater commitment of family and
especially public resources to helping those who need it.

Finally, for just the students placed at AOAC whose pretest and posttest
scores were compared, there was a significant increase on Palmore's Facts on
Aging quiz scores, a trend toward decreased positive bias, and endorsement of
more public responsibility for the aged. This combination of results, while
still suggestive rather than definitive, does document a coherent effect due to
students' training experience.

Reasons for choosing a career in gerontclogy. In their key volume on aging
and mental health, Butler and Lewis (1982) presume that a pervasive societal
ageism is largely responsible for a dearth of service profiders trained and work-
ing in aging. They observe that most people say that they got into aging by
chance, and they suggest that practitioners will avoid taking the unpopular stance
of asserting that they are genuinely attracted to old people and aging. Butler
and Lewis go on to offer eight motivational hypotheses that they think might
account for a person's interest in aging:

"1, Particularly warm relationships in childhood with grandparents...
2. Early dependence on grandparents...or on older persons... _
3. Death or painful illness of an important older person when a child

is young and extremely impressionable...
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4. Unconscious counterphobic attempt to conquer one's own personal
fear of aging and death

5. Conscious attempt to 'prepare' for one's own old age, especially if
the models of parents or grandparents are unacceptable...

6. Personal sense of inferiority that causes one to identify with older
people, who are culturally defined as inferior

7. Guilt and subsequent reaction formation for feelings of fear and
revulsion toward the aged

8. Admiration for and identification with someone working in the field
of aging" (p. 183)

Data collected during the pretest phase of the evaluation allowed for a
comparison of clinical psychology students who have elected an aging specialty
with students who share the same academic milieu but have other specialties.
Preliminary analyses lend partial support to the first three hypotheses, but
not in a straightforward way. Clinical-aging students reported a higher fre-
quency of visitation with their maternal grandmothers in childhood (45.7% saw
them daily or several times a week) than their clinical counterparts (34.5%).
Only 80% of the clinical-aging students reported daily contact with their
fathers, compared to 93.1% for the clinical. When asked to indicate the valence
of these significant childhood relationships, clinical-aging students rated
maternal and maternal-grandmother relationships higher than did the clinical
students (4.5 vs 4.1 for mothers, 3.7 vs 3.1 for grandmothers, on a 5-point
scale). The frequency of grandfather's death during childhood was higher for
clinical-aging students, and of grandmother's death for clinical. Yet, when
asked to rate individuals according to their influence on them, only 27% of
clinical-aging students ranked maternal grandmothers among the top three, in
comparison to 38% of the clinical students. What is beginning to emerge is a
pattern wherein the clinical-aging group is characterized by stronger and more
positive relationships with mothers and maternal grandmothers in childhood,
coupled with less strong ties to fathers and grandfathers. It is possible that
the lower influence ratings indicate that clinical-aging students may be more
inclined to see themselves as contributing to, rather than depending on, their
grandmothers, as Butler and Lewis suggest.

Four of the remaining five of Butler and Lewis' hypotheses involve negative
reactions or fear about old people, aging, and death. A1l groups of trainees
fell close to neutral on fear of death; all endorsed low levels of denial of the
effects of aging, with the gerontology groups scoring lowest; and clinical-aging
students were considerably less anxious about aging than their clinical counter-
parts. With respect to negative attitudes towards the aged as measured on the
Kogan scale, all students scored on the positive end of the scale, and aging
students were the most positive. Aging students endorsed fewer unfavorable
stereotypes on the Ontario Welfare Council subscale and scored lower on items
tapping social distance from older peopie. These results give little support
for ageism among these groups of trainees, or for strong reactions to ageist
attitudes on the part of those specializing in aging.

When trainees were asked to rate 15 reasons according to how influential
they were in their choice of specialty (1l=not at all, 5=very much), clinical-
~ aging students rated "interscted well with the population served" highest, while
Butler and Lewis' eighth hypothesis--"had an important role model" and “had
a particularly inspiring mentor"--fell below the midpoint. Their second highest
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ratings went to "wanted to be of service, to be helpful" and "wanted to
facilitate social change". Circumstantial opportunities (chance factors) such
as receiving a training stipend or a research position ranked at the bottom.
Clinical students not specializing in aging ranked important role models near
the top, above interacting well with the population. Although other aging
students rated role models somewhat higher than the clinical aging students, for
them as well, getting along well with old people was by far the most important
influence.

In summary, these students preparing to work with older adults and aging
seem quite willing to say they are doing so because they 1ike old people.
Patterns of relationships with older relatives, especially maternal grandmothers,
may be important to their receptiveness to older adults, which is reflected in
more positive attitudes, decreased social distance, and less fear and denial of
the effects of aging. These explorations, when complete, should be useful in
recruiting cerontology trainees to meet the future mental health needs of older
adults.

Summary of Future Work and Materials to be Sent to OHDS

As is apparent, this report is final in name only. We have been
describing an ongoing training program and an evaluation that is still in
progress. Zarit and Gatz will continue editing and piloting the clinical
casebook; the final draft will be sent to OHDS. Gatz and Pearson will continue
Tooking at the evaluation data, including the videotaped interviews which
havg not yet been coded; copies of results of future analyses will be provided
to OHDS.
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Clinical-Aging Trainee Publications 1982-84

Carter, J. E., Obler, L., Woodward, S., & Albert, M. A. (1983). The effect of
increasing age on the latency for saccadic eye movements. Journal of
Gerontology, 38.

Gatz, M., Eiler, J., Pearson, C., Gilewski, M., Fuentes, M., Zemansky, M.,
Emery, C., & Dougherty, L. (in press). Evaluation of a personal emergency
response system. In P, Robinson, J. Livingston, & J. E. Birren (Eds.),
Aging and Technological Advances. New York: Plenum Publishing Co.

Gatz, M., Hileman, C. S., Amaral, P. (in press). Older adult paraprofessionals:
Working with and in behalf of older adults. Journal of Community Psychology.

Gatz, M., Pearson, C., & Fuentes, M. (1984). O0lder women and mental health.
In A. Rickel, M. Gerrard, & I. Iscoe (Eds.), Social and psychological
problems of womer: Prevention and crisis intervention. W#ashington, D.C.:
Hemisphere.

Gatz, M., Popkin, S. J., Pino, C. D., & VandenBos, G. R. (in press). Psychological
interventions with older adults. In J. E. Birren & K. W. Schaie (Eds.),
Handbook of the psychology of aging (2nd ed.). New York: Van Nostrand
Reinhold.

Gilewski, M. J., & Zelinski, E. M. (in press). Assessment of memory
complaints in community-dwelling elderly. In L. W. Poon, et al. (Eds.),
The handbook of clinical memory assessment of older adults. Washington, D.C.:
American Psychological Association.

Hedlund, B., & Ebersole, P. (in press). Male mid-life transition and changes
in meaning in life. Journal of Genetic Psychology.

Hedlund, B., & Lindquist, C. (in press). An inventory to distinguish among
passive, assertive, and aggressive behaviors. Behavioral Assessment.

Izard, C. E., Hembree, E. A., Dougherty, L. M., & Spizzirri, C. C. (1983).
Changes in facial expressions of 2-to 19-month-old infants following acute
pain. Developmental Psychology, 19, 418-426.

LaRue, A., Dessonville, C. L., & Jarvik, L. (in press). Aging and mental
disorders. J. Birren & K. W. Schaie (Eds.), Handbook of the psychology
of aging (2nd ed.). New York: Van Nostrand Reinhold.

Marston, A.. Hart, J., Hileman, C. S., & Faunce, W. (in press). Toward the
Taboratory study of sadness and crying. American Journal of Psychology.
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Obler, L., Woodward, S., & Alb.rt, M. L. (1984). Cerebral lateralization in
aging. Neuropsychologia, 22, 235-240.

Pearson, C., & Gatz, M. (1982). Health and mental health in older adults:
first steps in the study of a pedestrian complaint. Rehabilitation

Psychology, 27, 37-50.

Popkin, S. J., Gallagher, D. E., Thompson, L. W., & Moore, M. E. (1982).
Memory complaint and performance in normal and depressed older adults.
Experimental Aging Research, 8, 141-145.

Popkin, S. J., Schaie, K. W., & Krauss, I. K. (1983). Age-fair assessment
of psychometric intelligence. Educational Gerontology, 1, 47-55.

Schienle, D. R., & Eiler, J. (in press). Clinical intervention with older
adults. In M. G. Eisenberg, M. Jansen, & L. Sutkin (Eds.). The impact of
chronic disability conditions on self and family: A life span approach.
New York: Springer.

Tecce, J. J., Cattanach, L., Wrchick, D. A., Meinbresse, D., & Dessonville, C.L.
(1982). CNV rebound and aging. Electroencephalography and Clinical
Neurophysiology.

Tecce, J. J., Savignano-Bowman, J., & Dessonville, C. L. (1982). CNV and
myogenic foundations: 1. Muscle tension produces a dissociation of
CNV and EMG. In J. Cohen, R. Karrer, & P. Tueting (Eds.), Proceedings of
the Sixth International Conference on event related slow potentials of
the brain. New York: Academy of sciences.

Zarit, S. J., Eiler, J., & Hassinger, M. (in press). Clinical assessment.
In J. E. Birren & K. W. Schaie (Eds.), Handbook of the psychology of aging
(2nd ed.). New York: Van Nostrand Reinhold.

Zelinski, E. M., Light, L. L., & Gilewski, M. J. (in press). Age differences
in memory for prose: The question of sensitivity for passage structure.
Developmental Psychology.
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Birren, J. E., & Hedlund, B. (1982, Fall). Aging and mental health. Oslo,
Norway.

Birren, J. E., & Hedlund, B. (1983, August). Autobiography: A methodology
for understanding issues in human development. Munich, Germany.

Birren, J. E., & Hedlund, B. (1982, June). The metaphors of aging and the
self-constructing individual. Paper presented at a conference in Vancouver,
British CoTumbia.

Boutselis, M. (1982, April). Use of Luria-Nebraska Memory Subtests in
assessment of senile dementia. Paper presented at the meeting of the
Western Psychological Association, Sacramento, CA.

Dessonville, C. L., Thompson L., & Gallagher, D. (1983, November). The role
of anticipatory grief in the adjustment to bereavement in the elderly. Paper
presented at the meeting of the Gerontological Society of America, san
Francisco.

Dougherty, L. M., & Gatz, M. (August 1984). Changes in health, social
contact and morale. Paper to be presented at the American Psychological
Assoctation annual convention, Toronto.

Fuentes, M. (1983, July 28). Differential diagnosis: Affective disorders
and alcoholism. Veterans Administration Hospital, San Diego.

Fuentes, M., & Gatz, M. (1983, November 22). Fear of crime in the elderly.
Paper presented at the meeting of the Gerontological Society of America,
San Francisco.

Fuentes, M., Pearson, C., Sulliger, S., & Gatz, M. (August 1984). Fear of
crime in the elderly: A longitudinal study. Faper to be presented at the
Rierican PsychoTogical Association annual convention, Toronto.

Gatz, M., Eiler, J., Pearson, C., Gilewski, M., Fuentes, M., Zemansky, M., Emery, C.,
& Dougherty, L. (1983, August 23). Evaluation of a personal emergency alert
response system. NATO Special Programme Panel on Human Factors: Aging and
Technological Advances, Los Angeles.

Gilewski, M. 1983, September). Neuropsychology in an inpatient population.
In-service/ training session for the Inpatient Psychiatry Service. Veterans
Administpation Medical Center, Loma Linda, CA.

Gi]ewski& M. J. (1984, May). Paradoxical interventions and systems therapy. .
Inservice training session heTd for Psychology Service. Veterans Administration
Outpatient Clinic, Los Angeles, CA.
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Clinical-Aging Trainee Professional Presentations 1982-84 (Cont'd)

Gilewski, M. J., & Zelinski, E. M. (1983, October). Assessment of memory
complaints in community-dwelling elderly. Invited paper presented at the
Second George A. Talland Memorial Conference, Boston.

Gilewski, M. J., & Zelinski, E. M. (1982, August). Memory complaint and mood
in the elderty: A new wrinkle. 1In T. M. Shlechter, D. J. Herrmann, &
M.P. Toglia (Chairs), A symposium on current trends in everyday memory
research. Symposium conducted at the meeting of the American Psychological
Association, Washington, D.C.

Gilewski, M. J., & Schaie, K. W. (1983, November). Short-term longitudinal
changes in memory, intelligence and perceived competence in older adults.
Paper presented at the meeting of the Gerontological Society of America,
San Francisco.

Gilewski, M. J., Zelinski, E. M., Schaie, K. W., & Thompson, L. W. (1983, August).
Abbreviating the Metamemory Questionnaire: Factor structure and norms for
adults. Paper presented at the meeting of the American Psychological
Association, Anaheim, CA.

Gilewski, M. J., Zelinski, E. M., Thompson, L. W., & Schaie, K. W. (1983,
April). Age and knowledge of historical factors. Paper presented at the
meeting of the Western Psychological Association, San Francisco.

Hassinger, M. J., Zarit, J. M., & Zarit, S. H. (1982, April). Clinical
characteristics of Alzheimer's and multi-infarct dementia patients. Paper
presented at the meeting of the Western Psychological Association,
Sacramento, CA.

Hileman, C. (1982, Summer). Diagnosis of sleep disorders with the elderly.
Workshop presented at the Veterans Administration Hospital, Honolulu.

Hileman, C. (1982, Spring). Late 1ife paranoid states. Workshop presented
at the Veterans Administration Hospital, HonoTuTu.

Hileman, C., Amaral, P., & Gatz, M. (1982, August). Models and programs in peer
counseling among older adults. Paper presented at the annual meeting
of the American PsychoTogical Association, Washington, D.C.

Krauss, I. K., Gilewski, M., Poon, L. W., & Schaie, K. W. (1982, November).
Effects of biased sampling on cognitive performance. In L. W. Poon (Chair),
On_subject selection in cognitive aging research--Practice, impact and
recommendations. Discussion session conducted at the meeting of the
Gerontological Society of America, Boston.

l.aRue, A., Dessonville, C. L., & Spar, J. (1983, August). Variation in _
cognition among elderly depressives. Paper presented at American Psychological
Association, Anaheim, CA.
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Mahurin, K. A., & Gatz, M. (1983, August). Depression, health, and somatic
complaints in older adults. Paper presented at the annual meeting of the
Emerican PsychoTogical Association, Anaheim, CA.

Mahurin, K., & Gatz, M.q (1983, November). Complaint complexity: New

approach to an_"old" problem. Paper presented at the meeting of the
Gerontological Society of America, San Francisco.

Obler, L., Woodward, S., & Albert, M. L. (1983, February). Cerebral
lateralization in aging. Paper presented at the meeting ¥ the International

Neuropsychological Society, Mexico City.

Obler, L., Woodward, S., & Albert, M. L. (1983, February). Strategies for
speech comprehension across the life-span. Paper presented at the meeting
of the International Neuropsychological Society, Mexico City.

Pearson, C. (1983, February). Training psychologists for work in aging: The
Older Boulder Conference. Symposium conducted at the annual meeting of
the Association for Gerontology in Higher Education, Los Angeles.

Fearson, C., & Emery, C. (1983, August). Psychosocial consequences for older
individuals of foot complaints and impaired mobility. Paper presented at
the annual meeting of the American Psychological Association, Anaheim, CA.

Pearson, C., & Gatz, M. (1982, November 7). Older women and mental health:
Issues in_psychotherapy. Paper presented to the Association for Women in

Psychology, Los AngeTes.

Pearson, C., & Fuentes, M. (1983, April). O0lder women and mental health.
Invited presentation, Symposium on International Issues of Women. Program
for the Study of Women and Men in Society. University of Southern
California, Los Angeles.

Popkin, S. (1984, May). Mechanisms of change in psychotherapy. West Los
Angeles Veterans Administration Medical Center, Los Angeles, CA.

Popkin, S. (1984, May). Update on Kernberg's views on object relations theory
and practice. West Los Angeles Veterans Administration Medical Center,
Los AngeTes, CA. .

Pynoos, J., Stacey, C., & Rausch, K. (1984, March). Moving behavior, social
interaction, and friendship maintenance in a continuum of care retirement

community. Paper presented at the annual meeting of the Western
GerontoTogical Society, Anaheim, CA.
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Table A2 (Cont'd)

Clinical-Aging Trainee Professional Presentations 1982-84 (Cont'd)

Weicker, W., Stacey, C., & Gatz, M. (1984, April). Home sweet home: The
woman's responsibility? Multigenerational families. Paper presented at
the Western Psychological Association annual meeting, Los Angeles.

Zelinski, E. M., Light, L. L., & Gilewski, M. J. (1983, April). Adult age
differences in memory for prose. In L. L. Light & D. Burke (Chairs),
Semantic memory and aging. Symposium conducted at the meeting of the
Western Psychological Association, San Francisco.
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Table A3

Clinical-Aging Trainee Grant Proposals Funded 1982-84

M.

. Eiler, & S. Feldan. Fatigue effects in saccadic eye movements. Estelle

Doheny Eye Research Foundation,

. Gatz, & S. J. Popkin. Self-monitoring of daily memory functioning in

older adults. USC Biomedical Research Support Grant.

. Hedlund. Clinical application of guided autobiography as an intervention

with depressed elderly. USC Faculty Research and Innovation Fund.

Gatz, & C. F. Emery. The effect of physical exercise on cognitive and
psychological functioning in community aged. AARP/Andrus Foundation.

. Gatz, & C. Pearson. A national survey of the provision of psychological

services to older adults. Lexington Research Fund.
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Table A4

Selected Qther Professional Activities of Trainees 1982-84

B. Hedlund, M. Boutselis, & C. Pearson.
Students members of editorial board, American Journal of Community

Psychology.

C. A. Wolfe, M. Boutselis, & C. Pearson.
Newsletter coordinators, Association for Women in Psychology,
Los Angeles.

C. Pearson, M. Fuentes, L. Dougherty, C. A. Wolfe, S. Popkin, & K. Mahurin.
Assistant editors of Division 20 (Aging), American Psychological
Association, Newsletter,

C. A. Wolfe.
USC student representative of Division 27 (Community), American
Psychological Association.

B. Hedlund. -
Pre-doctoral trainee, Andrew Norman Institute for Advanced Study in
Geriatrics and Gerontology, 1983-84.

K. Mahurin, & W. Weicker.

Program assistants, Division 20 (Aging), American Psychological
Association annual convention, Toronto, August 1984.
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PURPOSE

The Andrus Older Adult Center

offers a wide variety of services

to the older adult. Our program

is designed to assist with problems
that may accompany the aging pro-
cess. Whether you need information,
face a personal crisis, or just want
someone to talk with, we can help.

Throughout the three year history

of the ‘Andrus Older Adult Center

we have provided an innovative and com-
prehensive approach to direct services
for older adults and their families.
The Center also serves as a train-

ing site for graduate students at

the masters, doctoral, and post-
doctoral levels. In addition, the
Center conducts research in clinical
work and service delivery with older
people.

STAFF

The counseling staff includes
licensed clinicai psychologists,
as well as gerontologists, peer
counselors, and graduate students
from various disciplines.

33

SPONSORSHIP

The Andrus Older Adult Center is a
component of the Institute of Policy
and Program Development 5f the Ethel
Percy Andrus Gerontology Center and

is affiliated with the St. Vincent
Medical Center. Partial funding for
the program is supplied by the Leonard
Davis School of the Andrus Gerontology
Center. The Center offers a wide
range of services that are generally
not available elsewhere. These in-
clude:

e Assessment and treatment of indi-
vidual and family problems re-
lated to aging: DEPRESSION...
MEMORY, . .RELATIONSHIPS...
MARRIAGE. . .ASSERTION TRAINING...
SEXUALITY.,.COMMUNICATION SKILLS.

e Counseling of families and care-
givers of persons with Alz-
heimer's disease and related or-
ganic brain diseases: SUPPORT
GROUPS...COPING SKILLS...PR0OB~-
LEM SOLVING...STRESS MANAGEMENT.

e Weekly rap groups with oppor-
tunities for discussion and
socialization.

¢ Occasional workshops, classes,
and seminars.

® Information and referral to
other community resources.

FEES

There are no set fees for our service.
Donations, however, are requested and
can be discussed in private with your
counselor,

APPOINTMENTS

Please call 483-8802 for an interview

appointment. Our office hours are

10 A.M. to 3 P.M. Monday through Fri-

day. After-hours and Saturday appoint-
ments may be arranged under special cir- .
cumstances. Vhen necessary, home
visits may be arranged.

HOW TO GET HERE
=

We are located in Seton Hall, on the
grounds of St. Vincent Medical
Center. Free parking is available.
The Center can also be easily reached
by bus. Our address is:

"ANDRUS OLDER ADULT CENTER

SETON HALL, THIRD FLOOR

262 S, LAKE STREET
LOS ANGELES, Ca. 90057

Call RTD for bus info: 626-4455
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to appear in: P. Robinson, J. Livingston, & J. E. Birren (Eds.),

Aging and Technological Advances, Plenum
Publishing Company.

EVALUATTION OF A PERSONAL EMERGENCY RESPONSE SYSTEM *

Margaret Gatz, Ph.D., John Eiler, Cynthia Pearson, M.A.
Michael Gilewski, Ph.D., Max Fuentes, Mary Zemansky,
Charles Emery, and Linda Dougherty

Institute of Policy and Program Development,
Andrus Gerontology Center, and

Derariment of Psychology,

University of Southern California, Los Angeles

INTRODUCTION

Among the services thought to be essential to maintaining
frail and vulnerable slder adulta in their own homes is emergency
assistance when needed. A variety of electronic technological
gystems are now available to provide such a service. This paper
reports some initial results from an evaluation of one program,
Emergency Alert Response System (or EARS). The EARS program uses
equipment frem Lifeline Systems, Inc.

Lifeline i a technolegical aystem for connecting a frail
clder person's telegphone tc a central emergency operator at a
hospital. The subscriber may summon emergency help actively by
preasing a button on the Lifeline unit or on a portadle trigger,
or paseively via a monitoring device which notifies the central
operator if a preset timer is allowed to run out. Updn receiving
a aignal, the emergency operator contacts rredetermined responders
(a neighbor with a key or a nearby relative) and/or paramedics,
police, or other services as needed. The service afforded by such
a system is, in fact, twofold: first, the asctuel use of the unit
in case of an emergency; and second, peace ¢f mind from having ths
syatem constantly available.

Sherwood and Morris (1981) previously conducted &
demonstration project with Lifeline. Subscribers, who lived in
pudblic housing, were identified %o meet the criteria of three
screening groups: (1) those who were severely functionally
impaired and socially isolated, (2) those who ware severely

L& ]
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functionally impaired but not socially isolated, and (3) those who
were not severely functionally impaired but medically vulnerable
and social isolated. Sherwood and Morris found that, for the
group of users who were severely functionally disabled but not
socially isolated (group 2), Lifeline resulted in more comfort and
confidence in the ability to live independently and less use of
nursing home care than matched controls who did not have the

unit. For groups who were socially isolated and either gseverely
functionally impaired or medically vulnerable, there were slight
increases in anxiety. Sherwood and Morris subsequently developed
a screening instrument for classifying subscribers into the three
sc reening groups.

Writing about the same demonatration project, Dibner, Lowy,
and Morris (1982) reported an average of .44 emergencies per
Lifeline subscriber per year. Physical illness or accidents
accounted for 73%, while environmental emergencies (assaults,
maintenance problems) accounted for 27% of the calls. While
emergencies typically were signalled by pressing the button, 22%
of the time the emergency operator was reached by means of a
telephone call placed by the subacriber or by a friend or
relative.

There have been other studies, primarily in sheltered housing
in the U.S. and Great Britain, which maintained records of the use
of emergency alarm systems (e.g., Brenner, 1981; Butler, 1981;
Garrow, 1976). The nature of the emergencies in all of the
studies tended to be similar. The most common physical problem
was falling; psychologically-related incidents tended to involve
disorientation; environmental problems involved such things as
vandals, kitchen fires, or inadvertently locking oneself out of
the house.

Dibner (1982) surveyed the program coordinators at 72 of the
more than 700 hospitals and agenciea in the U.S. that have
purchased Lifeline. These data are the first to describe
naturally developing programs. There was an average of .84
emergencies per person per year, with quite a number of
subacribers experiencing multiple emergencies. Of the incidents,
90% were physical health-related (again, falls were most frequent,
followed by heart attacks) and 10% were environmental. Program
coordinators felt that the system served to delay institutional
placement for one-sixth of the subscribers.

In our study we were particularly interested in a number of
issues related to the effect of this technological program on the
elderly subscribers and their familiea: Pirst, we wanted to look
at the informal support system of the EAh. subscriber. For
instance, what is the role of the family in the decision to
install emergency response equipment, and what is the effect of
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the program on the relationship between the family and the
subscriber? In particular, does the family feel leas burdened?
Furthermore, how does the neighbor who is rarticipating as a
responder feel about EARS? Second, we wanted to follow up on the
differences attributable to EARS being a naturally developing
program rather than a demonstration project. For example, in the
current study, individuvals who did not fall into one of the
screening groups identified by Sherwood and Morris were not
necessarily excluded from having a unit. Some units wecre
purchased with Housing and Community Development Block Grant funds
to be given to low-income elderly; in addition, the four hosapitals
which are operating central response stations leased other units
to people who requested tnem.

METHODS

The four hospitals selected by the Area Agency on Aging to
participate in the EARS program each agreed to provide the
research team with the names of all subscribers whom the hospitals
had approved to receive a unit. Subscriters were telephoned to
request their participation in an evaluation study. These who
agreed were interviewed either before their unit wag installed or
within a short time of installation. They were also asked whether
we might contact a member of their family and a neighbor who was
serving as an emergency responder. If they agreed, we phoned
these other people to request interviews. Post-test data were
collected one year after pretesting. 1In sddition, subscribers
were phoned by a member of the research team every three months to
ask about emergencies and other use of health-related services.
Finally, with the subscriber's permission, we obtained copies from
the hospital of all emergency incident reports.

The battery of measures for subscribers was designed to
assess the constructs of interest to us. For comparison purposes,
several measures similar to those used by Sherwood and Morris were
included. The subscriber battery encompassed: (a) client
descriptive variables: demographic information, the Lifeline
screening instrument (Sherwood and Morris, 1981), mental status
(Kahn, Pollack & Goldfarb, 1961), self-rated health (USHEW, 1978),
physical illnesses (Pfeiffer, 1975), and activities of daily
living (Pfeiffer, 1975); (b) mental health outcome variables:
happiness as assessed by the Affect-Balance Scale (Bradburn,
1969), sense of mastery (Pearlin & Schooler, 1978), and

sychiatric symptoms as assessed by the Brief Symptom Inventory
?Derogatis, 1977); (c) outcome variables related %o sense of
security: general anxieties about living independently (Sherwood

and Morris, 1981), apecific worries related to being a frail older

person (an original scale), opinions about inatitutionalization
(Zarit, 1982), and fear of crime (Patterson, 1978); (4) outcome
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variables related to social contact: frequency and purpose of
social interaction (an original scale).

The family interview encompassed the perceived condition of
the EARS subscriber (health, activities of daily living,
happiness), opinions about institutionalization, frequency and
purpose of social contacts with the subscriber, and sense of
burden (Zarit, Reever, & Bach-Peterson, 1980). The neighbor
interview encompassed the perceived health of the EARS subscriber,
and reactions to the role as emergency responder.

RESULTS

Background Information

While 60 pre-test interviews with subscribers were completed,
at this time we have posttested and performed preliminary analyses
of data from only the first 28 subscribers and a smaller number of
family members and neighbors. Ten of the 60 subscribers are now
deceased, and the remaining subscribers have not yet had their
unit for one year. Consequently, these results are offered as an
initial glance at our findings.

The age range of the sample was 54 to 99, with a mean of 78.
Over three-quarters were women; over three-quarters were
Caucasian; exactly 75% were widowed. The mean number of years of
education was 11; about half of the respondents had an income of
$4000-7000 per year. Over half lived in houses, and most of the
rest in apartmenta; 15% lived with a family member, the reat lived
alone. On the mental status exam, 73% scored in the unimpaired
range, wvhile the others were mildly impaired; 63% had noticed
changes in their memory in the past year. Not surprisingly, their
gelf-rated health status was poorer than national data for those
65 and older published by USHEW (1978), and 55% had fallen down in
the past year.

On the Lifeline screening instrument, 47% met the crite.ia of
group 2 (severely functionally impaired but not socially isolated)
and 13% were distributed acrosa the other groups. The remaining
40% did not fall into any of the screening groups; many of them
were medically vulnerable but not socially isolated.

Slightly more of the family members were female than male,
and their mean age was 54, with a range from 28 to 75. Among the
neighbors, 70% were female, and their mean age was 62. Family
members tended to live quite nearby (an average driving distance
of 18 1/2 minutes), while most of the neighbors lived next door.



Expected Benefits

Before the units were installed, we asked subscribers and
their families about the benefits they expected from EARS; a year
later we asked what benefits had been obtained. At pretest, the
two greatest benefits expected by the subscriber were an increased
sense of gsecurity and the ability to cbtain emergency help if
needed. Others stressed that EARS alleviated their families’
concerns about their living situation, and a handful mentioned the
possibility that EARS might increase their independence and
self-reliance and enable them to get out more. Two other
variables that figured in subscribers’ responses were the fact
that they lived alone or were in poor health, especially having a
history of falling. Some of the images were marvelous: the unit
was referred to as like a "mechanical dog" or "like having a
friend in the house.” At posttest the greatest benefit reported
was the sense of security, followed again by emergency help if
needed, frequently comhized with comments about the value of EARS
for someone living alone. However, fully a third did not discern
that having the unit made any changes in their life. Twenty-five
percent of the subscribers attributed their getting the unit to
their family's hearing about it, and at poattest 78% saw the unit
as providing more peace of mind and independence for their
family.

Families' perceptions of the benefits of having EARS also
centered on an increased sense of security, both their own and the
subscribers’, and the availability of emergency help if needed.
The second most often noted change was increased independence both
for the family and the subscriber. The family felt able to get
out more, and to see or telephone their aged parent less
frequently. Over a third of the families in turn saw the
subscriber as able to live alone more confidently and to get out
(e.g., into the yard) and do more things.

Lifeline Usage

Over the year there were an average of .28 emergencies per
subscriber, which is somewhat lower than previous reports.
However, if we conaider only those subscribers who met the
criteria of Sherwood and Morris' screening groups, the average
number of emergencies per subscriber per year was .43, which is
comparable to the figure reported by the demonatration project
(Dibner et al., 1982; Sherwood and Morris, 1981). The emergencies
predominately involved physical illness or accidents--50% or more
entailed falling; chest pains were second. One call involved
feeling confused. Interestingly, in 25-30% of the emergencies,
gomeone other than the subscriber (more often a family member than
a neighbor) pushed the button to signal an emergency.
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A partial compilation of Just those false alarms that were
recorded by the hospital on emergency incident sheets indicates
1.10 per subscriber per year. Most of these entailed the
subscriber's failing to reset the unit, sometimes because of
neglecting to turn off the timer when leaving town. In these
instances, neighbors often were ssked to respond; sometimes *“he
hospital checked with a relative; and, rarely, the paramedics were
called and broke into the house. However, one failure to reset
indicated a genuine emergency in which the subscriber was very
ill.

We also asked subacribers about emergencies they had had when
they did not use the Lifeline unit. The rate per year was some
40% greater than the rate of actually using the unit for
emergencies. The nature of the emergencies for which EARS was not
used was similar to those for which it was used--falling, heart
problems, panic attack. The main reasons given for not using EARS
were (a) a family member happened to call or the subscriber phoned
the family member directly instead of using EARS to summon help,
(b) the subscriber wasn't wearing the trigger, (c) the subscriber
didn't want to bother the neighbor, or (d) the subscriber didn't
know whether to regard the problem as an emergency or whether to
handle it herself.

Pre-post Changes on Dependent Variable for Subscribers

On correlated t-tests comparing the subscribers' pre and post
score levels, there were some statistical trends but basically
little change. Mean scores on selected variables are shown in
Table 1. There was a slight improvement in self-rated health
status. 1In addition, there were trends toward less concern about
having a medical emergency such as fainting or a heart attack and
less anxiety about what to do in the case of an emergency,
although there was no decrease in general anxiety. On other
measures, there were trends in both directions, e.g., less fear of
violence but slightly more negative affect and slightly reduced
estimate of the likelihood of remaining in one's present living
situation over the next two rears.

Comparisons of extent of change between socially isolated and
non-isolated subscribers were made using independent groups
t-tests between the two difference scores (post minus pre), which
is equivalent to a repeated measures analysis of variance. As
shown in Table 2, socially isolated subscribers decreased
significantly in sense of mastery, while tending on the other hand
to endorse fewer specific worries. These findings parallel
Sherwood and Morris' reports of some paradoxical results for
socially isolated participants, as if having the unit may increase
the social isolate's sense of vulnerability.
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Table 1. Pre and Posttest Mean Scores on Dependent Measures for

Subscribers.
Pre Fost  t(N=28)

Self-rated health status® 2.75 2.54 1.s0%
Extent of health concern® 2.18 2.04 0.58
Positive affect? 3.38 2.92  1.63
Negative affect? (Bradburn) 1.30 1.41  -0.43
Affect-BalanceP 22.08  21.51  1.93%
Sense of Mastery (Pearlin)@ 14.35 15.24 -0.95"
General anxieties about living

independently? | 24.02 23.23 0.82
Specific worries about frailty® 21.17 19.53  0.98
Probability of inatitutionalization® 1.19 1.23 -0.30
Likelihood of remaining in present

living situation® 2.00 1.88 1.81f
Peeling about EARSD 4.42 4.57 -0.56

alow scores indicate a more positive response (e.g., less concern,
more sense of mastery)

bhigh scores indicate a more positive response (e.g., more
positive affect, more pleased)

#p<.10

Those who were included in gne of the Lifeline screening
groups were significantly worse at pretest on at least five of the
dependent measures than those subscribers who did not meet the
criteria for any of the screening categories. There was 1little
difference in extent of change from pre to posttest, however; only
a statistical trend suggested that those who met screening group
criteria decreased in anxiety, while those who were less impaired
may have increased anxiety.
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Table 2. Pre-Post Difference Scores for Socially Isolated and
Not Isolated Subscribers.

not isolated socially isolated ¢
(N=23) (N=5)

Self-rated health status -0.26 0.00 -0.83
Sense of Mastery 0.52 3.33 -2.26"
General anxieties about

living independently -0.54 -2.22 0.62
Specific worries about

frailty -0.45 -8.50 1,777

Feeling about EARS 0.17 0.00 0.26
p<.10
»

p<.05

Finally, there were virtually no differences in extent of
change between subscribers who used their Lifeline unit in an
emergency and those who experienced emergencies but chose to rely
on resources other than their unit. This result suggests that the
potential service of having the unit available may be as important
a benefit of the system as its function in providing emergency
assistance.

Pre-post Changes on Dependent Variables for Neighbors

Neighbors are an important link in the Lifeline aystem
because they are called first in an emergency. Taken as a whole,
they did not appear to be affected positively or negatively by
fulfilling the responder role. At posttest they expressed the
view that subscribers felt more positively about the EARS program
a?d were less concerned about their health than at pretest (Tabie
%)

Pre-post Changes in Dependent Variables for Family Members

When asked directly whether they perceived change as a
function of the EARS program, families saw more change than did
subscribers. While only slightly over 50% of subscribers reported
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Table 3. Pre and Posttest Mean Scores on Dependent Variables
for Neighbors.

Pretest Posttest: £(N=10)

Subscriber's health atatus® 2.80 3.20 ~1.18
Extent of subacriber's health -

conc ern8c 3.1 2.56 3.16
Likelihood of subscriber's

remaining in present living

situation® 1.89 2.00 -1.70
Pleased with present living

31 tuation? 2.00 2.00 0.00
Subscriber's feeling about - .

EARSPC 3.90 4.80 -2.59
Neighbor's feeling about being

a responder? 4.40 4.10 0.90
Interviewer's rating of

neighbor's sense of burden? 1.80 1.90 -0.26

Interviewer's rating of
neighbor's extent of involvement
with subscriber? 2.80 3,30 -1.63

alov scores indicate a more positive response
(e.g., lesa concern, less burden)

bhigh scores indicate a more positive response
(e.g., more pleased, more involved)

cneighbora' indication of their impressions of the subscribers’
feelings _

»
p<.05

-
p<.O1
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Table 4. Pre and Posttest Mean Scores on Dependent Variables for
Family Members.

Pre Post  t(N=20)

Subscriber's health status@C 2.7% 2.90 -0.T77
Extent of subscriber's health concern®C 3.20 3.00 1.29
Subscriber’'s positive affect?e 3.26 3.05 0.72
Subscriber's negative affectac 2.61 2.05 1.78%
Subsc riber's Affect-Balance®® 20.66 21.00 -0.7
Probability of institutionalization® 1.26 1.37 -0.49
Likelihood of subscriber's remaining

in present living situation® 1.89 1.89  0.00
Pleased with present living

situationb® 1.90 2.00 -1.45
Subsc riber's feeling about EARSPC 4.25 4.35 -0.34
FPamily member's feeling about EARS® 4.90 4.5  0.77
Sex.se of Burden (Zarit)® 47.82  44.88  1.99%
Interviewer's rating of family's sense -

of burden® 3.55 2.55 3.45
Interviewer's rating of family's extent

of involvement in caring for

subse riber? 1.80 2.05 =1.00

%low scores indicate a more positive response
(e.g., lesm concern, less burden)

bhigh scores indicate a more positive response
(e.g., more pleased, more involved)

cfamily members' indication of their impressions of the subscribers’
feelings

#p<.10

L
p<.01
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having experienced changes because of the program, 80% of the
families said that they had seen change in the subscriber. Yet, on
the various scales that measure families' perceptions of the
subscribers’ happiness, health, and probability of
institutionalization, there was little actual difference from pre to
posttest (Table 4), only a trend toward seeing less negative affect
in the subscriber.

A clue to understanding this pattern of results is found in that
the families described themselves as feeling less burdened: There
was an overall trend toward decreased burden on the burden scale; the
item showing the most impressive change was a significant decrease in
feeling angry toward their aged relative. The interviewers' ratings
of the apparent extent of burden of the family also showed a
significant decrease. Moreaver, those families whose relatives used
the unit showed a significantly greater decrease on the burden scale
(X = =7.52) than those families whose relatives did not use the unit
(x = -0.27), t (17) = -2.77, p= .01. In sum, several analyses
converge to support the hypothesis that a major benefit of the EARS
program and Lifeline technology is in decreased burden for the
families of frail older adults.

We asked families as well under what conditions they would
consider institutionalizing their older relative (Table 5). At
preteat they were equally divided among saying that institu-
tionalization would occur when the subscriber couldn't care for him
or herself, when they were unable to obtain the necessary level of
in-home care, or when the family was unable to do enough for their
older relative. At posttest a new category emerged: fully 25% now
asserted that under no circumstances would they consider nursing home
placement.

DISCUSSION AND CONCLUSIONS

In summary, while we are presenting preliminary data and drawiné
occasional inferences from statistical trends, these results bear
interestingly on the effect of a technological innovation on older
persons and their families. For subscribers, in general there was
little change, and benefit did not seem to depend on whether or not
the device was used. Thus, the poter.ial service of having the unit
always available would seem to be as powerful an intervention
psychologically as the actual use of the device in the case of an
emergency.

The types of emergencies for which EARS was used were similar to
reports from alarm systems elsewhere (e.g., Brenner, 1981; Dibner et
al., 1982). JConsistent alsc with previous reports (e.g., Brenner,
1981; Garrow, 1976), subscribers rarely used EARS for matters that
did not require immediate attention. What was more often the case
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Table 5. Conditions under which Subscridber Might Enter Nursing Home.

subsc riber family
pretest posttest pretest poasttest

never, under no circumstances 25% 15% 0% 28%

when became a burden on the
family; family not able to
do enough; family decided
i1t was best 15% 154 35% 17%

when helpless, impaired,
unable to care for self;
last resort 40% 52% 30% 33%

vhen can't obtain necessary help
(unable to obtain home helg,

can't cook own meals, etc. 8% 7% 35% 17%
vhen it's a better choice;

when can enter a desirable

facility 5% 7% 0% 6%
never have thought about it 7% 4% 0% 0%

wvas that subscribers did not use EARS even though the situation could
have warranted it. The reasons for not using EARS again are similar
to reasons that others (e.g., Butler, 1981) have reported for not
using an alarm in an emergency--the person called directly for help
or did not think the need was urgent enough to involve emergency
responders. Although these findings indicate that the system was not
being misused, another observation of Butler's may pertain: He
suggested that people sometimes used the alarm system when, although
the emergency was genuine, other ways of coping with it were
available. In our study, for at least a quarter of the calls, the
emergency was signalled by someone other than the subscriber pushing
the button. This fact may be an inatance of the phenomenon
identified by Butler, because presumably these individuals could have
used the telephone directly to call for help. Alternatively, the
family member or neighbor may have been demonstrating to the frail
0lder person that the situation was sufficiently serious to warrant
using EARS, or the individual may actually not have known where else
to turn for heip.

The most striking effect of EARS was found in the families of
subscribers, who indicated feeling more peace of mind, more freedom,
less sense of burden, and more commitment to maintaining their
relative outside of an instituticn. We can suppose that the greater
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dismissal of nursing homes as a possibility for their older relatives
is reflective of their reduced feeling of burden. Given that the
decision to institutionalize an older person often involves the
family (e.g., Kutza, 1980; Linn & Gurel, 1972), these changes on the
part of families Yecome quite important. Consequently, families
should be included in future studies of the cost-benefit of emergency
alert technological aystems.

A further finding was that the screening procedure proposed by
Lifeline received support in predicting which subscribers were more
apt to use the system. However, benefit did not seem to depend on
whether or not the subscriber met the criteria of one of the
screening groups. The distinction which emerged as being most
salient was whether or not the subscriber was socially isolated.
Consistent with Sherwood and Morrie (1981), we found that socially
isolated subscribers showed some effects opposite of those
hypothesized-~in particular, their senses of mastery declined
appreciably.

In conclusion, EARS offers an example of how advances in
technology can he employed to help older persons. Some (e.g., Sewel,
1983) have raised concerns that alarm systems represent a
"technological fix" in the face of economic restrainta and cuts in
service provision. Along similar lines to ocur preliminary findings
for socially isolated subscribers, Butler (1983) has expresased
concern that alarm systems may at times unintentionally serve to
undermine the independence of an clder person. Morecver, he haa
suggested that the psychological support afforded by ularm systenms
may be more for the social providers than for the subscribers.
Others (e.g., Dibner, 1982) have seen the technology as offering the
older person another option, complementing other mervices in s long
termy care system. Our results suggest that effects for the family
were possibly greater than for the subscriber, but that the
psychological suppori afforded to the family may indirectly benefit
the subscribar. Clearly discretion is called for in determining how
much support to offer to the frail clder perusn and in setting up a
personal emergency response gystem such that it widens choice for
older persons and their familiies.
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Counseling with a Dementia Caregiver
Nancy K. Orr

The following case illustrates the various issues that can be dealt with in
one-to=cne counseling with the caregiver of a dementia patient. In this case,
counseling sessions were held regularly with the dementia patient's wife over a
period of one year. During that time, the patient experienced serious declines

in functional abilities, which created problems in adjustment for his wife.

The model used.for intervention has been described by Zarit & Zarit (1983),
and involves identifying the specific sources of burden on the caregiver. The
counselor then seeks to reduce burden through the use of three techniques,
providing information about the disease .an s effects on behavior, teaching
the caregiver a problem~solving method anaging the patient, and identifying
potential sources of support. ginning counseling sessions, it became
evident that the caregiver, Mrs. Jackson could use the information and
suggestions made by her counselbr in a problem-solving way to manage her
husband's behavior more effectively. She made some progress, but rather than
getting a sense of relief, she reported feeling upset and stuck. while she was
now managing problems better, the counseling sessions also brought into clearer
focus the fact that she was losing the relationsnip she had with her husband.,
At a critical point in the counseling, she was not even sure he recognized her
or was benefiting from her caregiving. By coming to terms with this loss, she
was able to become an effective problem-solver again. This change came about
gradually, developing from the context of the therapeutic relationship between
the client and counselor, rather than from a didactic approach threugh which one

might lecture the caregiver to accept her lcss. This case also illustrates the
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problems ceised by the excessive prescription of medications for dementia

patients,

Initial Interview

Mrs. Patti Jackson is a 56-year old woman whose problems centered around
her husband, Harold, who was 63. Three years before the interview, he exhibited
an abrupt change in behavior, refusing to go into work, or even to phone in an
excuse. He was taken to see a general practitioner who reported finding nothing
wrong, but felt he might be depressed., He was then taken to a private
psychiatrist who medicated him with Sinequan (Doxepin), an anti-depressant.
Later, he was taken for a neurological work-up which revealed no evidence of a

tumor, stroke, or cardiovascular insufficign;; which may have caused his abrupt

behavior change. He was thus diagnosed &" arly senility." (This type of
éall-too-comnbn, and leaves the family

vague diagnosis has, unf‘ortunateliE

with little information or urderstaMgAng of how they might proceed in the care

of the patient).

Because she was unsatisfied with the information she had received
previously from the hospital at which Harold had been evaluated, Patti brought
her husband to the gerontology clinic for an evaluation. At the time of the
initial interview, Harold was still able to dress and care for himself, although
he had become quite irritable. He expressed resentment towards Patti for taking
him te the doctors. Patti herself felt the need for a better understanding of

his problems, and how she might cope with them.

While Harold's family was informed about his condition, Patti was the only

one who taxes care of miim. Like other caregivers, this had been stressful to
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her. She had frequent telephone contact with the other family members, but did
not solicit their help in caring for him. Patti also has two daughters who were
away at college, but who knew about their father's condition. She felt it
important that she protect them from seeing Harold in his present state, and

thus did rot turn to them for any help.

During the initial evaluation, the counselor raised the possibility that
Patti might joirn an on-going support group. She expressed an interest in the
group, but she also felt a need for one-to-one counseling. There were certain
issues she did not feel comfortable dealing with in a group setting, and indeed,

found them difficult to discuss throughout the initial counseling sessions.

Patient-therapist relationship: Pattjy was a client who would follow
through with directives. Timing, however “ég very importanrt to her. The
therapist recognized this and of‘% ed Patti if she were pushing her too
hard. Patti would frequently come 1@3 session and report that there had been
a crisis situation, but she had waited until the crisis had passed to contact
the counselor. When asked why she would wait, Patti replied that it was
important to her to try to deal with difficult situations on her own, and she
knew that she really got into trouble, she could always call her counselor.
This independence was sometimes frustrating to her counselor, but Patti was also

rot becoming overly-deperdent on the counseling relationship for solving her

day-to-day problems.

The counseling process: Initially, counseling consisted of educating Patti

about the disease her husband had, and dealing with some realistic problems.
Harold was staying alone irn the house during the day, while Patti was at work.

At noon, he would go out to get lunch at a nearby senior center. While there
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seemed to be no risk at this time of his getting lost, Patti occasionally came
home in the middle of the day to find he had left the door urlocked. Patti and
the counselor came up with a plan to leave a sign on the door as a reminder, and
to find out if that would make a difference. Patti came back and reported that

plan had worked (While memory aids w8ill not work in every case, they are worth

trying, if the caregiver can view it as an experiment).

Another problem dealt with in the early sessions was the fact that Patti
became irritated with Harold when he forgot to do chores around the house. When
she reminded him he had forgotten to do something, he got upset with her, saying
things like "You are trying to make me a patient." The counselor -pointed out
that he did not 1like to be reminded he had a memory problem. That is a very
common reaction of dementia patients. As lternative, Patti decided she
would just ask him to do the chore ag@s .if‘ she had not asked before. This
plan worked better for her, and he ﬂ::’Sngr got upset about being asked to do

the chores,

Ore major issue was the information Patti had gotten from Harold's
physician. She reported to her counselor that the physician had mainly
described the problem as "getting older." With her courselor, Patti made a list
of questions to ask the doctor, and she was able to get specific information,

including that the diagnosis was probably Alzheimer's Disease.

These early sessions increased Patti's ability to respond to day-to-day
problems, and she felt better about her handling of the situation with each
success. But Harold's condition contirued to worsen, and new problems were now
occurring. Up to this point, Patti had viewed the changes in his behavior as

part of the long-standing patterns of interactions between them, rather than as
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caused by the disease. Throughout their marriage, Harold had been secretive,
and had intentionally kept things from her. She viewed his recent changes in
behavior as intentional, especially his forgetting and believed that he was rot
revealing his motives to her. She responded as she had done in the past before
the onset of the disease, by rationalizing with him. Her efforts to help him
remember or to get at his motives for forgetting only resulted in upsetting both

of them.

Her difficulties in dealing with him came to a head when he no longer
recognized her, insisting that he was in a hospital, and that she was the head
nurse., She reported this behavior in counseling sessions and her counselor
helped her consider why Harold's refusal to recognize her was upsetting and how
she could respond differently. Her ¢ ;ePr pointed out that trying to
rationalize with him and reorienting hg eality was not working. As an
alternative, they discussed askirgarold where he really thought he was, and
who he thought she was. This was very difficult for her, because she feared
that he would confirm that he no longer knew who she was. She decided to take
the risk, however, and asked him where he thought he was, and more importantly
who he thought she was. She was shocked by the fact that he really believed
that he was in a hospital, and that she was the head matron of the wing he was
on, She then asked him if he was married, and when he said "Yes", she asked him
what his wife was like. He proceeded to descibe her as a beautiful, kind, and

generous lady.

In retrospect, this incident represented the critjcal turning point in
therapy. Patti had made an attempt to communicate with her husband on a level

of acceptance of his thoughts ard his world. From this step, she learred that
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he was respording to her efforts in caring for him by perceiving her as his
nurse, and most importantly, that his behavior was not intended to hurt or upset
ner. She was the "wonderful matron who took care of his needs in the fine
hospital he was in." There were other times when he thought she was his sister
Ruth (whom he had 2lways been close to), and at times he recognized Patti as his
wife. Although he did not always recognize her, she came to understand that his
misperceptions were ways he expressed positive feelings toward her for the care

she was providing.

Aith this understanding, Patti was able to progress again in dealing with
day-to-day problems. The counselor orce more began stressing the problem-
solving approach to caring for her husband. 1s technique is best exemplified
by the planning involved in an impending ﬁiipo Chicago for their daughter's
college graduation. By this time %s quite aware of the effects travel
can have on a dementia patient. WithYher counselor's collaboration, she planned
how to minimize those effects. First, she decided to stay in a hotel rather
than with relatives. She felt it would be more likey that he be upset by the
numbers of people he would come in contact with if they stayed with relatives.
Second, she called various hotels in search of one with a room that was arranged
like their own bedroom, to minimize the disorientation he would experience when
he got up at night to go to the bathroom. Because she krew that he had always
been fearful of buses, she planned for transportation via taxi cabs. The only
situation she found unavoidable was tnat of the commencement ceremony  itself.
She Krew it would be crowded, and it would be inconvenient if he decided he had
to go to the bathroom during the cerenmony. She brought this problem into
session and worked through it with her counselor, discussing how she would

handle the situation if it did oceur. The trip worked out well, and he did nrot
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become upset at any point, but was annoyed by the crowd at the graduation. He

did rot seem to know what was going on during the ceremony.

Although Harold did not indicate that he was aware of his surroundings at
the ceremony, later that Fall Patti overheard hiim telling a friend that he was
s0 proud of his daughter and that he had been to her graduation. This example
is remarkable because he did not seem aware of her graduation at the time. By
treating him as though he was aware, Patti was able to provide him with a

positive experience, despite his dementia.

Another instance of Harold's perceptiveness was noted in his reaction to
his mother's death. His mother, 92, had taken ill, and Patti decided that she
would tell him of it. His mother had always en the matriarch of the family,
and she felt it would have been important %Sd to know about her 1illness,
He exhibited a few signs of recognit % showed 10 affect when she told him.
His only comment was "Oh, Mama's sick..poor Mama..." The next morning he spent
15 minutes searching for his mother, something he had not done previously. His
mother had died during the time he was calling for her. During his mother's

funeral, Harold showed no reccgnition of the event. A few days later, however,

Patti found him crying, saying "Mama's gone."!

Patti shared yet another instance with her counselor, Despite his
impairment, she and Harold went dancing one evening., Although the disease had
progressed to a point where he had a marked gait, the dance steps were so well
learned that he was able to perform the complicated steps he and Patti had
danced together earlier in their marriage despite his impairment. This was
quite remarkable in that it occurred in the later part of therapy, at which time

the disease was already in its advanced stages.,
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Medications: As with many dementia patients, Harold had been placed on a

schedule of medications, many of which were interacting. He had originally been
on a combination of Haldol (Haloperidol), Mellaril (Thioridazine), and a variety
of other drugs, including some to control the side effects produced by the first
two. During the 1initial counseling sessions with his wife, she described his
Sehavior as characterized by outbursts of anger and even violence at times.
Although these medicalions are frequently prescribed for controling behavioral
outbursts by dementia patients, large doses may actually increase the frequency
or severity of these problems in some persons. When Patti went back to Harold's
physician with a list of questions, she stg€Med her concern over the amount of
medication, and the physician pmpose% of reducing them. Her counselor
then encouraged her to monitorevoehavior by keeping daily records of the
occurence of problems. She could then note any changes in his behavior
occurring with the modifications in his medication schedule. She reported his
behavior as improving remarkably in response to manipulating his medications.
She also used the problem-solving approach to his keeping her awake at night.
She increased the amount of activities he had during the day, and decreased
day-time naps. This combinatior of increased activity and decreased medications
greatly reduced his outbursts. By the 4th month of counseling, she had reduced
his drug intake to 2 mg. of Haldol per day. She described his resulting
behavior as strikingly more alert, and more aware of his situation. He had

become more talkative, and resumed recognizing Patti as his wife.

Alternatives in caring for her husband:
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When she first came in for counseling, Patti could leave her husband alone
at home during the day, while she went to work. After a few months, it became
apparent that he could no longer safely find the senior center where he had
lunch, and there were other times he wandered off from their home. As these
changes occurred, Patti was building a fairly extensive network of formal
support services, including help with housework, and some supervision for
Harold. She had been considering the option of retiring so that she could spend
all of her time with her husband., Caregivers often give up all their other work,
sccial and leisure activities, and later report feeling resentful, or just
simply exhausted from not having anything else in their lives. Recause it is
difficult to be a full-time caregiver, Patti was encouraged to try to continue
working, while using community resources to ain Harold at home. Guided by
her counselor, she decided to explore t a;ir'native of day care services
first. Day care turned out to be an tive alternative for her for almost a

year, allowing her to work, while being reassured that Harold was in a good

environment.

The issue of having a life of her own proved much more difficult for Patti.
Even as she discussed the frustrations of her routine, getting up and seeing
that Harold got dressed and to day care, going to work, picking up Harold, and
ther sperding the evening terding to him, she could rot take the step of
arranging for some time for herself. She reported feeling exhausted and "burned
out," but could not justify taking time for herself. One alternative that was
discussed in the counseling sessions was to involve her daughters more. Patti,
however, beiieved that it would be harmful or detrimental to them to get more
involved in their father's care. Her counselor helped her develop alterrative

ways of viewing the situation, and everitually helped her reframe it in terms of

6«
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'being beneficial to her daughters to contribute to their father's care. She also
began to recogrize the importance of preparing her daughters to care for Harold
ir the event that she was rno longer able to care for him. In addition, she
became aware of the emotional distance she created between herself and her
daughters by not giving them the opportunity to care for Harold, which in turn

contributed to her feelings of "being alone."

The changes Patti made came out of a process in which the counselor
repeatedly asked why it was so hard for Patti to turn over some of the care to
her daughters. Patti would verbalize her thoughts, and with her counselor, they
developed alternative ways of viewing the situatior.. Eventually she was able to

reframe the situation, that involving ‘g&;daughters was beneficial to them.

This process of asking gentle, but pr@ues;ions 1s described by Beck, et

al., 1979. Q

Role of record keeping:

The counselor attributed much of Patti's progress in therapy to her efforts
and ability to do record keeping. She initially understood the rationale, and
fourd it compatible with her vocational trainirg as a teacher, As she continued
with her behavioral tracking of Harold throughout counseling, she began to see
patterns in his behavior. If there was a change in his behavior, she was able
to pirpoint an antecedant of that behavior, for example, a change in Harold's
medication schedule. On one occasion, he abruptly became very agitated, started
talking incessantly, and began to exhibit outbursts which had not been present
for quite some time. She could rot find either medical links, nor situational
precursors ﬁo this change. In retrospect, she and her counselor linked this

charge to a time during which Patti was extremely stressed by geoirngs on  outside
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her relationship with Harold. He was in fact responding to her tension.
Examples like this one demonstrated to her the importance of keeping records,
and searching for idenfiable causes of behavioral disturbances, rather than

automatically ascribing it to the dementia.
Outcome:

Harold's behavior eventually became more difficult for Patti to cope  with,
attempts to alter that behavior through responding empathetically tc him, and
through manipulating his medications, and through contrelling is pattern of
sleep. She could no longer control him. He had become constar ly restless and
disruptive, and had begun urinating i the hea ntilators and talking loudly in
the middle of the night. The day care pr ®»also could not memage him. At

that point, Patti decided to place xv nursing home.

Patti was very comfortable with her placement of her husband. With her
counselor's help, she could recognize that she had exhausteq any and all
alternatives to caring for her husband. She knew that she had done everything

possible for Harold. She reported no guilty thoughts, and decreased stress.

In retrospect, the counseling process enabled Patti to provide the kind of
help to Harold that she wanted him to get, without placing too much burden or
stress on herself. As his condition deteriorated, she reached out first to
formal services, such as day care, and later to her daughters for the assistance
that she ﬁeeded. She believed she was fulfilling an important obligation to
him. While nursing home placement eventually occurred, it was done with the
family knowing they had done their best. The positive experiences they shared

together contributed to his well-being, despite having a catastrophic illness.
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A Dementia Patient with No Family Support
Nancy K. Orr

Initial Interview:

The following case illustrates the problemé of a dementia patient with no
family support. It raises issues of the use of home assessment, problems in
obtaining treatment for reversible causes of ~dementia, and especially, the

vunerability of the isolated older person.

Dianre Thompson called in regarding her neighbor, Muriel Davis, age 78, who
she was concerned about. During the initial phgne conversation Dianne reported
that over the last two months, Muriel no g® appeared to be taking care of
herself or her apartment., Muriel was ntly unwilling to step out of her
apartment, sleeping on her couch (raWg#r than in bed), and has stopped cooking.
Dianne arranged for in home meal service for her, but she was not sure if Muriel

had been eating them.

Dianne recalled that iMuriel's problems began approximately two years prior
tc the date of the interview. She noticed that “uriel was losing her keys ard
was not able to find them, subsequently locking nerself out of her apartment.
About ore month ago Muriel began to complain about people spraying things
through her door. The pattern of decline was reported as gradual, although

possibly more rapid during past #ix montns.

Tne intake interview was conducted as a home visit, providing the counselor

with an opporturity to assess Muriel's 1level of function in her own hcme
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enviror.ent. The interview was arranged for Muriel by her neighbors. Muriel
was not aware of the appointment prior to the counselor's arrival, Upon
entering Muriel's apartment for the homevisit, the counselor roticed it smelled
heavily of wurire. She also noticed that the couch was quite stained, and
suspected that Muriel was having difficulty with bladder cortrol. Her kitchen
Wwas a mesy, with garbage and insects on her counter. Muriel had also stored her
curtains in the refrigerator. Iuriel's appearance was unkept, and looked as
though she had not bathed in a while. Her hair was dirty and had nrot been
combed. Her mood was quite low, with inappropriate laughter and annoyance in
response toaquestions during the interview. She tested positive for brain
impairment on the Face-Hand test, dis e stimuli from her right hand to
right cheek, and was untestable for t %al Status Questionnaire. Muriel
would, for instance, go off on‘:z’ngents and answer with statements totally
urrelated to the questions asked. The interviewer described Muriel as hostile

to some extent, and often laughing inappropriately.

She was not on ary medications at the time of the interview, and did not
report any sleep disturbance. As reported by ner neighbors, she had lost a fair
amount of weight, but Muriel did rot krow how much. Diarre said. that uriel

complains of backaches, although she did not consistently admit to the pain

7

durirg the inrterview. The counsejor suspectad that this pain could have been
linked to her incontinence. (Subsequent medical assessments indicated “er
incontinence was linked to a severe bladcer infection). Accbrding to Diannre,
tnere was a possibility that Muriel had cancer in the past, but details of her
nedical history were not known. Both her vision and hearing zeemed fair to good

during the interview.
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Muriel's social network consisted of her reighbor, Hessie, who did her
marketing for her and tock out the trash, the mailman who checked in on her,
Mrs. Ray, another neighbor who wrote her checks for her, and Dianne, who kept an
eye on her most of the time. While Muriel has a son and daughter, they both

live in other states and have not seen her in over a year.

From the Muriel's behavior during the interview, the counselor coancluded
that she would not obtain a medical evaluation on her own. This evaluation was
critical to look for possible reversible aspectis of her cognitive impairment and
incontinence. It was also apparent that Muriel needed supervision with eating,
dressing, and personal hygine in order to ¢ ue living at home, but it was
unclear as to whether she could financg ‘Eﬂ) fford services, since se had long
since misplaced her financial reco chout a concrete financial baseline,
she could not have an evaluation for the services she needed. Eventually, the
ccunselor worked out a budget for Muriel with Mrs. Ray and Diarne. They

calculated her finances as solvant enough to afford in home services twice

waekly,

Muriel was taken in for & n.spival assessment by her counselor and her
friera, ™rus. Ray. The 'evaluation iritially revealed she was severly
malnourished, dehydrated, ha' a bladder infection, and had lost a significant
amourt of weight. Treatui.:: of these protlems and contirued evaluatior of her
cognitive symptoms were beguri. to the hospital for the workup, Muriel appeared
slightly agitated. A thorough workup for other reversible causes of jer
condition was negative. Tests for thyroid malfunction and vitaminr deficiency

were both rormal. The CAT scan showed severe cerebral atrophy. From the
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apparent pattern of decline and her performance on cognitive tests, Muriel was
diagnosed as having Senile Dementia of the Alzheimer Type (SDAT). Her
counselor, however, roted dramatic improvement in her mental status and behavior
during her nhospital stay, corresponding to treatment of the presenting health
problems. While some cognitive impairment was still present, Muriel's speech
was now clear and coherent. Her counselor also described Muriel as delightful
to be with, while she had previously besen hostile towards her counselor. Muriel
was also placed on 2 mg.p. O., t.i.d. for four days without noticeable

improvement.,

When Muriel was discharged, the hospital staff soccial worker planned to
refer Muriel back to our center since s ‘5;5 rot within the limits of their
service area. Her counselor nad decj &; arrange for in-home services.
Secause of her cogritive defici@%iel needed supervision in eating,
dressing, and personal hygine in order to continue living at home, but it was
urclear as  to whether she could afford them if they were available.
Unfortunately, a legal technicality made evaluation of her financial status
difficult, Upon admission, the hospital staff asked Muriel to sign a form
stating that her hospitalization was voluntary. Althocugh she did rot understand
what she was signing, her signature automatically eliminated the 72 hour hold
and declared her legally competent to make decisions. This also made her
ineligible for protective services at that time. But since the hospitalization
was voluntary, this process could not be initiated. Had she been declared
incoipetert the putlic puardian's office would have picked her case up ard
arranged for the services che required. But since the hospitalization was At

this point her courselor called uriel's daughter in effort to have her take



legal responsibility for Muriel. Her daughter ,however, said that she was not
willing to become more involved. In speaking with the daughter, the counselor
discovered that Muriel had abandoned her family when her children were very
young. der daughter felt no obligation to take care of her mother, and could
not understand why the neighbors who were providing her with care at that time
could not continue to do so. While she did want whatever was best for her
mother, she was not willing to take any steps towards getting more involved in
caring for 4uriel. She did, however, agree to "straighten things out" during
her wupcoming visit to the state, as strongly urged by the counselor. The
counselor then turned to Dianne Thompson, Mrs. Ray, Hessie and the postman, the
four people who were involved with o) ing care for Muriel prior to her

hospitalization, in effort to make arris 'ts for Muriel's care upon discharge

from the "hold." 0

Aithout someone to accept legal responsibility for her, the only was Muriel
could obtain the self care services she reeded, it waz necessary for the
department of nealth to visit her home and verify her need for those services.
\ler 1mprovement upon cischarge was apparent, but she had to decl.r- to her her
state oprior to the hospitalization. Muriel's impairment was once again to the
level that sne was not aware of her need for help with self care. When the
evaluators visited her, Muriel told them that <he did not reed help caring for
nerzelf. While her apartment was more urhealthful than at the time of the
iri1tial ‘ome visit, the evaluators took ner at face value and decided she did
rot need services., Her counselor was rot legally eligible to serve as “uriel's

conservator, Already having unsuccessfully attempted to irvolve Aduriel 's

Jaughter, counselor petitiored for protective services at that point. Afrer
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morths of exhausting all possible means to acquire in home services for Muriel,
the Health Department went out to Muriel's apartment and declared it unfit to
live in. By that time, it was once again infested with bugs and quite
unsanitary. Muriel had once again zone back down to the baseline level of the
initial interview. Whe was then adnitted to the county hospital for the urinary
infection, and then put through the same evaluations conducted at the previous
hospital. Conservatorship was applied for, but Muriel's daughter tock rno legal

steps towards its acquisition. Months later, Muriel was placed in a rursing

rore. Q«

Muriel's case illustrates the siti of the 1isolated dementia patient
Wwho was in need of in ’rome ser$;:>s in order to contirue living in her own
aome. Although her counselor made every effort to maintain her in her home, she
could not arrange for services without Muriel's consent. Although it would have
Deen appropriate, the Public Guardian's office would not step in. Ore year
after her placemert in the nursing home, Muriel was still rnot able to iritiate

the process which would obtain the self care services she needed.
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Counseling an Impaired Client

Virginia Mullin

Introduction

This case is presented as an example of successful counseling of an older
person with an irreversible brain disease. The elderly suffering from any kind
of irreversible brain disease are typically considered untreatable by mental
health professionals. In fact, therapists may view therapeutic change for
aging persons with considerable skepticism regardless of the aging person's
mental status.

Presenting Complaint

Helen Ray, age 73, was widowed thirteen years ago and currently lives
with her 70 year-old sister. Helen's son cajed the Center concerning his

mother's apparent brain disease and poorsv*ion. Helen's son requested

counseling for his mother who seemeg pend a great deal on her son for
activity. Helen's son also requestW”a referral for a companion/helper service.

Intake

Helen (age 73)presented as an alert, attentive, neatly groomed woman
with an obviously slowed gait.

As the intake fnterview began Helen appeared hesitant, even frightened -
tending to glance at her son for support and guidance during the questioning.
This initial tentativeness disappeared as the therapist attempted to
provide the context of safety necessary to both relax and engage Helen. It

became clear to the interviewer that Helen could answer most questions
independent of her son.

It is important to note that the therapist adjusted the pacing of the
interview to fit the special needs of this client. For example, Helen had

word-finding difficulties (aphasia) a condition which required that the
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therapist be especially patient and supportive in this information.gathering
stage. More specifically, the therapist assured Helen that she could wait,
that Helen could take the time she needed to find the word. Together, the
therapist and client developed this simple strategy to reduce the anxiety
involved in word-finding.

Medical History

Helen is the older of three children. The family history shows that her
parents are both dead, her father at 65 of heart disease, her mother at
32 in a car accident. The youngest sister died at 56 and one sister (who
lives with Helen) is 70 and is a polio victim. There is no family history of
significant mental or neurologic disease. Nor is there a history suggesting
stroke or head injury. However, Helen's n reports very gradual deterioration
of cognitive abilities in his mother S 1ong as eight years. In addition
to this graduate deterioration, ffers from a serious, though un-
determined visual impairment whi cataract surgery did not correct. Finally,
Helen has a twenty year history of high blood pressure and obesity condition
which are currently controlled with medication and food intake control.
Medical records suggest that Helen suffers both from an unidentified kind
of serious visual disturbance and a possible multi-infarct dementia.

Psychosocial History

Helen lost her mother at a young age and was raised by her father and
an aunt. Helen's father owned a small grocery store and Helen assisted her
father in the business. At age 19 Helen met and subsequently married.

She reported enjoying the process of raising two children, a boy and a
girl. Specifically, Helen expressed pride in her children's academic and

vocational (occupational) achievements.
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When Helen's children were early adolescents, Helen worked as a legal
secretary. Just befnre she retired Helen's husband died of a sericus
heart attack and Helen moved in with her sister. The current (new)
Tiving arrangement has worked fairly well though difficulties are reported.
For example, Helen's visual and cognitive impairments make it difficult for
her to perform household tasks. The burden of responsibility for these tasks
rest primarily on her sister who is not visually impaired. This imbalance
of household responsibilities and ineffective communication patterns interact
to create unpleasant or hurtful scenes between the two sisters. Helen
reported feeling uncomfortable about feeling overly dgpendent on her sister.
More specifically, Helen can no longer cook on the stove because she cannot
coordinate the burners and sometimes forgetggto turn them off. Yet Helen
wishes to make a contribution to the mag Qa%ce of the household.

Helen's 1ife history is sugge f a person who experienced herself
as efficient and capable during h:gigar1y and middle adulthood. Nonetheless
Helen appear. to have a 1ife-long pattern of shyness and dependency which
currently manifests as a tendency to isolate herself from social situations
outside the immediate family. Helen currently has no active friendships
with the exception of casual contacts with persons who live in her apartment.
Helen relies on her family for social stimulation as well as coordination of
domestic tasks. She reported having great difficult interviewing, hiring,
and subsequently utilizing, household helpers or driver/attendants. Further,
Helen appears sensitive to mistreatment from family members. More specifically,
in sessions, she described situations where she felt left out or unappreciated
by individual family members. Where Helen was accustomed to serving as an
important influence in her family, she finds it difficult to experience

herself as a less than powerful influence.

7
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Mental Status Exam

Helen's memory function, as tested by a brief mental status exam appeared
to be intact if the disadvantage of the word finding difficulties were taken
into account. For example, when asked "what kind of place is this?" she
replied "a place which is going to help me." In addition, Helen was quick
to offer the correct day and day of the week. However, Helen had greater
difficulty with the Face-Hands test (a brief test of neurological functioning);

she seemed to have most difficulty identifying sensation in her extremeties

Treatment Goals and Plan

The major treatment goal for Helen was reduction of feelings of low self-
worth. Subgoals were the following: 1) tontroduce Helen to the therapy

process in order to increase psychologg !i‘mindedness;(Z) to help Helen

improve communication skills, in ar, with family members and hired

attendants; 3) to assist Helen in W&ploration of thoughts and feelings which
related to her visual loss and to her impaired intellectual functioning;

4) to encourage Helen to experiment with a more active social life; 5) to help
Helen reframe her negative thoughts and feelings about herself and others

and 6) to provide Helen with the opportunity to gain insight about her
physical losses and her family relationships. The treatment plan for Helen

was individual therapy, once a week for six months.

Psychological dindedness

Helen was unfamiliar with the process of therapy. Early in the therapy
she was encouraged to ask questions about the nature of therapy including
discussion of issues of confidentiality and the issues related to setting
the framework including time, place and fees. Helen began to notice the

differences between the therapeutic relationship and a friendship. For
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instance, the therapist was available to listen to her in a non-judgmental,
empathic way. The therapist did not expect ti s process to be réciprocal.
Helen was initially surprised and subsequently relaxed as the therapeutic
alliance developed. Helen began to value such quality attention.

Communication Skills

The therapist noted that Helen was not clear in her communications with
others, particularly wifh family members. She seemed to expect others to read
her mind. When others failed to read her mind, Helen became sullen and
withdrawn. Helen also tended to give double messages to her intimates, for
example, pleading helplessness and adamantly refusing help. Together, Helen
and the therapist worked to understand the results of these communication
patterns. And Helen began to be aware t e rarely expressed her needs
in a direct way, that she tended to ‘i?l ate others to get her way or to
produce guilt, how she herslef t@a@y enced up feeling bad about herself
and even confused.

Throughout the treatment period the client and therapist role-played
key dialogues based on Helen's life situations. As a result, Helen became
increasingly aware of her impact on others, in particular , how her indirect
manipulations were not working for her. Additionally, the role playing
process enabled Helen to release feelings, including embarrassment, resentment,
sadness and amusement. Once she was able to express feelings she could form
useful cognitions for herself to apply to her elations with others. Ore such
cognition was: "I can let go of some of my resentment."

Working With The Impairments

Helen's difficulties with word finding clearly influenced the therapy
process. Laughter was an important component with respect to this specific

impairment. For exampie, the therapist joined with Helen in gentle laughter
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when Helen was struggling to find a word or group of words. The laughter
allowed her to release uncomfortable feelings, including embarrassment
and fear. The therapist noticed that Helen, subsequent to laughing, had
less difficulty finding the word and felt less inclined to apologize for
her disability.

The freedom to laugh and to smile was evidenced when Helen shared her
frustrations and difficulties walking, ambulating and seeing. Also, Helen
was periodically reminded that she was taking more and more risks despite
her physical impairments. For instance, Helen devised an ingenious way to
dress herself (a difficult task, typically) and Helen felt positive about
this acromplishmant.

Helen and the therapist role-played monologues which Helen could use to
introduce herself to persons un1nformed her speech and vision problems.
"T might have occasional difficulty g the right word - so I might need
your patience" is cne example of %oductory communication. This served
to reduce the initial shyness and embarrassment experienced by the client in

new Situations.

Social Life

At the onset of therapy Helen's only social stimulation was being provided
by her immediate family. She expressed some minimal interest in renewing
an acquaintance in her apartment building; this interest was periodically
reinforced by the therapist. Helen was encouraged to explore her resistance
to making new friends. Specifically, Helen perceived herself as poor company
because she was physically disabled. Nonetheless, these periodic explorations
in a supportive context led to Helen making several lunch dates with her

apartment neighbors. Clearly these behaviors served to increase feelings of

self-esteem.
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Reframing Negative Thought Patterns

Early in the therapy Helen reported her frustration at her inability
to leave her apartment on her own. She would often phone her son and find
that he was busy and therefore unavailable to take her out. Her son would
suggest she phone the attendant/driver and Helen would quickly reject this .
suggestion. Subsequently, Helen felt neglected, depressed and a victim of
her circumstances. Throughout the therapy, Helen was encouraged to explore
alternate explanations for her son's "apparent" neglect of her. She began
to notice her tendency to whine to her son rather than making her desires
clear. Her son's temporary inaccessibility was viewed more realistically by
the client, not as proof of her being unwanted or unloved. These new thoughts
seemed to make it possible for Helen to williggly choose alternate sources
of assistance. More specifically, Helen' &y resistance to utilizing
available homemaker/driver services educed somewhat, enabling her tn
leave her home more frequently. CoMglquently, Helen reported her relations
with her son and other family members improved.

Additionally, the therapist helped Helen develop a set of positive
self-statements designed to encourage Helen to affirm herself and give herself
positive directions. Helen learned to say to herself such statements as "I
make important contributions to my family" or "I can remember things" or "I
forgive myself very quickly when I forget a word."

At one point in the therapy Helen reported an incident where her son
inquired whether she would prefer 1iving in a nursing home. This inquiry and
implied suggestion precipitated a mild panic and depression. The therapist
helped her to re-frame her thoughts and feelings, to view the situation as an

opportunity to plan realistically for the future as well as to express thoughts

and feelings more openly. She noticed that she felt ‘better when she let
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herself think about her future in the therapy context; she acknowledged her
own use of denial.
Insight
Despite this client's physicdl impairments and (just) developing

psychological mindedness, she was able to gain insights for herself in the
therapy. It was clear to the therapist that Helen attempted to integrate
what she Tearned during the process. For instance, she would comment upon
the process of previous sessions, noting that she waé "thinking about things"
during the interim. Also, she would periodically ask questions of the therapist,
questions aimed at understanding herself, her past history and current life
situations. At one point she needed to understand why she held on to grudges
or resentments about her intimates or her S‘i@ndants. She became aware
that she, herself, was the one who s é
feelings of being hurt or criticv’@Q

attempting to express her hurt feelings as soon as they happened. Then

while she was not expressing her

She began utilizing this insight by

she could realize that others could handle her negative thoughts and feelings
as long as she expressed them in a non-blaming way.

Helen made a series of critical remarks about her driver-attendant. For
example, she felt annoyed, even repulsed, by her driver's obesity. The
therapist encouraged Helen to explore why this condition might bother her.
Consequently Helen gained the insight that she herself had 1ived part of her
1ife as an obese person, that she therefore was reminded of this oppressive
experience when she was with the driver attendant. This new awareness was
quickly learned and applied to analogous situations.

Sumary

Helen has been presented as a successful therapy of a woman with an
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irreversible brain impairment. This client was able to increase her psychological
mindedness while building both communcation and coping skills. Helen learned
to identify dysfunctional thoughts and to re-frame negative thoughts. Of
considerable interest was Helen's ability to gain and utilize insights about
herself, insights which seemed to increase feelings of self-worth or
self-esteem. The therapy was structuredand specially designed to fit the needs
of an intelligent, aphasic, partially-sighted older person. The therapist

was gratified by this client's enthusiastic and cooperative spirit.
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A Group for Depression
Steven H. Zarit, Virginia Mullin and Shari Miura

Introduction

The prospect of doing structured group therapy with midly and moderately
depressed older persons has recently been receiving increased attention. There
are several reasons why groups would have potential advantages over individual
psychoterhapy for depression. First, many of the problems of older depressed
persons are interpersonal. Loneliness is a frequent theme, and a group offers
an opportunity to interact with others, Furthermore, many depressed persons
lack the social skills to develop new friendships or receive as much support as

A

they might from existing friendships. ‘iE*

social skills has been demonstrat series of studies (Lewinsohn, Biglan,

ation between depression; and

and Zeiss 1976; Interpersonal thera® program). Because of the possibilities
for role-plaving and shaping new social responses, groups are an appropriate
place for treating social skills deficits. Finally, groups can reddge feelings

of isolations while creating opportunities for learning and helping others.

Three structured psychotherapies for depression have been developed in
recent years, Lewinsohn's Behavioral Therapy (Lewinsohn, et al., 1977), the
Cognitive Behavioral Therapy of Beck and his associates (Beck, 1976; Beck, et
al., 1979), and the Interpersonal Psychotherapy for Depression (Weissman, et
al., 1979). The first two therapies have been used with some success with older
persons (Gallagher & Thompson, 1981; 1983), and the behavioral approach has been
adapted into a grohp format. The following is an attempt to utilize the

cognitive-behavioral methods of Beck in a group setting,
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This group also raises issues of the relation between disabilities of later
life and depression. Participants ié.the group were all former patients at the
Center for the Partially Sighted in Santa Monica, California, All of them had
significant degrees of vision loss, which could not be corre-red by ordinary eye
glasses, The program at the Center for the Partially Sighted assists persons to
enhance their remaining eyesight through the use of visual aids, which were used
by all of the group members. These 1included magnifiers, and high powered
telescopic lenses, and a closed circuit television for reading in the case of
one group member. Interestingly, the issues raised by group members were not
primarily focused on their vision impai "ﬁ‘i because they had, to varyiﬁg
degrees, already come to terms with 1 ‘ththér, they raised personal and
interpersonal issues that pertaing broader questions of adjustment. This

experience illustrates the capacity of many older persons to overcome physical

handicaps, and get on with the major concerns of their lives.

A pervasive theme in the group therapy and aging literature is that all one
needs to do is get a group together, and then something good will happen
(Hartford, 1978). Group theorists, however, emphasize the importance of
establishing therapeutic norms and utilizing properties of the group experience
to promote change. (Hartford, 1978; Yalom, 1975; Lieberman, Yalom & Miles, 1973
). The following group is  structured both in terms of content,
cognitive-behavioral methods of treatment are emphasized, and in terms of form,
with the group leaders taking an active role in shaping group norms and

process.

The Participants
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~3
on
N



i
o

@

@

depression group

There were originally 5 menbers of the group and two leaders (Steve,
Ginny). A 6th person joined in the second session, but dropped out after the
third meeting. All participants were screened by one of the psychologists at
the Center for the Paritially Sighted for being a good candidate for the group.
The criteria employed were that the person was sufficiently able to talk about
his/her problems, could listen to others at least part of the time, and was
moderately depressed.

The participants were:

James: James is a man in his early 70's, witlg the most severe vision loss in

the group. He had suffered macular damaﬁﬁm of central vision, due to
S'

deterioration of nerve receptors og%

from various visual aids. He had once

" in the retina) in both eyes, and
could receive only limited assistan
been financially well off, but had suffered a series of reverses, and now
lived on SSI. He was twice divorced and lived alone in subsidized housing in
a dangerous part of town. He could not get out at night, unless he could
prevail on an old friend to drive him around. He felt embarrassed, however,

asking for help from friends, because of his reduced economic circumstances.

Walter: Walter is in his late 70's. Walter is a very bright, articulate man
who keeps wup on current political issues, and has a biting wit. For
instance, in talking abo;t his vision loss, he says he is a '"macular
degenerate.”" Althcugh his vision is severely limited, he is able to ride a
bicycle and is ablw to read with the assistance of a closed circuit

television. In addition to vision problems brought about by macular

degeneration, he had been caring forhis wife for the past 12 years. She has
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a progressive brain disease, probably a multi~infaict dementia, The strain
on Walter was at times severe, and he had previously talked about his
situation with one of the group leaders (Steve). During the course of the
group, he will decide to place his wife in a board-and-care home. He has
been depressed intermittently during the course of his wife's illness, and at

one time was hospitalized for it.

Anne: Anne is a woman in her 50's, who had suffered diabetic changes (diabetic

retinopathy) which affected her eyes, and also led to amputation of one
foot. She 1is currently on disability because of the vision changes. She

talks in a monotone voice, and hints at strong, complex feeling that underlie

her placid facade. But she was never abl bring these feelings out in a
more direct way. After the 10th ﬁ f the group, sche was hospitalized
for complications caused by the d es, and had a second amputation. She

was still in the hospital at the time the group terminated.

Betty: Betty is also in her 50's, and had vision problems due to diabetic

retinipathy. Betty is married with 2 grown children. She has also
increasingly taken over care of he rown mother, who is in her 8Q's and
depends on Betty for certain things, such as help in getting to doctor's
appointments. Betty's husband works 1long hours, and 1is not overly
affectionate or considerate towards her. While she is not currently working,
she had gotten a lot of positive gratification from work in the past, and
would like to resume her career. She worries, however, that she might not be

able tc work or assist her mother if she loses the vision in her better eye.
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Harriet: Harriet is a spunky woman in her early 70's. She has an active social
life, which unfortunately, has become more restricted since she is unable to
drive. Her vision loss is due to macular degeneration. She dislikes having
to depend on people for rides. She is interested in finding a man. she is
compatible with, but is frustrated by the few men who are available. She is
continuing individual psychotherapy for depression, while attending the

group.

George: George only attended the second and third sessions. He presented

difficult problems {cr the group. He di listen well to others, and then
would enter into his own long 1ng stories., When the other group
members talked about their problg, George would give them the advice he had

learned from a book. He presented himself as cheerful and in control of his
problems. He came late to the two sessions he attended, and decided not to
return after that,

Group Structure

The group was originally planned for 10 sessions, and was to be closed,
rather than allowing new participants to join at any time. After the 8th
session, the members expresse? interest in extending the group, and so it was
agreed to meet another 5 sessions. At the end of the 15th session, participants
said they liked the format of a time-limited, closed group, because they got to
know each other well, They alsc had a stronger sense of committment than with a

drop in group,
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Session 1:

Attending: Walter, Harriet, Anne, James, Betty

Leaders: Steve, Ginny

The agenda for the first session was a brief statement of purpose followed

by introductions. Each group member then followed by stating what they wanted

out of the group. That was when Anne raised a concern she had. Ann said that
she did not know the group would be this structured. Her problem is with
unstructured situations, and she didn't see how a structured group would help
her with that. Steve responded by saying t g‘ipuld be unstructured time and a
chance to work on her problem, but she § unconvinced and maintained a glum
expression throughout the sessio;‘:’beaking very little, She seemed the most

depressed. The others were animated in comparison.

During this period, Harriet described herself as having a life-long history
of ups and downs, with the better she feels related to a bigger drop. She wants

to learn to prevent that,

Betty talked of socializing with people as her concern. She specifically
asked, "Can I communicate bad feelings to others, or will they then avoid me."
Her concern is that while she gives to others, she is afraid of burdening them
with her problems. Later she talked about other issues. She apears to react to
what happened most recently, rather than 'y stay with one problem until she
makes a change. It will be important to help her stay fo-ussed on issues, and

not let current crises take up all her attention.
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James' concern was loneliness, especially at sundown when he feels trapped
p

in his apartment,

Walter alluded to his wife's problems, but never mentioned them directly.
Partly it is because some of the others know, and partly he is not one to let it.
out easily. Instead, he talked frankly about his vision problem and how
depressed it had made him feel in the past. He believes he has overcome his
depression partly through finding the Center and learning the important
distinction between "partially sighted" and "blind". Finding visual aids which
helped him was also important. He appf;i:tly has more difficulty with his

N

Walter also made a couple of ncements--his advertisements. It is

wife's situation.

important for him to do that, because he seems more uncomfortable with the
unstructured format. If the group members view it as showing off, or bragging,
then we will have a problem. They need to see him as vulnerable, too, which

means he needs to share his feelings, instead of giving advice.

Anne's goal, pertaining to her concern she expressed at the outset of the
session, was learning how to work with unstructured situations, but did not give

any specific examples.

After the introductory material, Steve presented the cognitive theory. The
connection between thoughts and feelings were illustrated by showing how the
same situation can be interpreted differently, resulting in different emotional
reactions, For instance, the example provided by Beck et al. (1979).....

****QUOTE'FROM BOOK*** This was, an intellectual exercise--it may not have much
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value, except if it created a vocabulary to be used later. The group members
did not relate it to their own experiences, even when they presented some
examples of how their thoughts affected feelings. They remained skeptical, and
a summary of the session might have addressed that. They do not, as yet, see

the value of the cognitive approach.

The homework for the week was for them to keep an activity record of what
they did each day and to estimate how they felt, whether depressed or not, on a

1 to 10 scale. Figure 1 shows the form they were to use.
——— INSERT THOUGHT RECORD ABOUT -

Their instructions were to complet %he first column (the activities they
engaged in), and to note their mood that day. This is the first step to
creating thought records, by making them aware of when they are feeling
depressed. Once they are monitoring mood fluctuations more closely, they will
begin to be able to idertify what thoughts they are having at the time they are
feeling depressed. In the presentation of the activity records, they all
demonstrated sufficient vision to write things down. James appeared £o have the
most severe vision problem. When the question of whether anyone would have
trouble complying ('"what would keep you from doing the homework?') Harriet and
Betty responded. Harriet talked about how she might forget and feared that she
might get worse if she were to record the things that depressed her. Steve
responded that many people have that belief, but it usually turns out not to be
so. Instead, it may reduce depression, if anything. It was not <clear she was

convinced.
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Betty brought up not liking to fill out forms, and noted her own background
as a social scientist, She went on to discuss her concerns about

confidentiality, and the leaders discussed how confidentiality would be

guaranteed.

Concerning completing the form, Steve acknowledged that she did not like
that kind of task, but stressed its importance. Betty then said she was
reluctant teo complete the form because it was not going to be a typical week for
her. She is going to take a plane trip and mentioned her claustrophic f. ars
when the plane is sitt;ng on the ground. Steve assured her it was still good to
begin recording (and it could have been added, this is an opportunity to look at
other than routine events--a good way to getgfstarted), This process is an
example of what Beck, et al., (1979) ognitive rehearsal, which involves

anticipating the problems clients \Q\ e 1n complsting assignments.

At the point she agreed to keep the activity record, the group then
discuss=d her fears about the flight. She reported that she actually had a plan
to prevent becoming fearful. Her husband will board first, saving her a seat on
the aisle (tney cannot pre-reserve seats). She will then board at the final
call. Then, if the plar is delayed on the ground for a lcng time, she will ask
the stewardess to let hur leave. Steve praised her ability to generate
alternatives and handle the situation. The ability to generate alternatives is

a very irportant part of cognitive therapy.

At the end of the session, Ginny did an exercise of going around the room
and having people say when they know they are not depressed. She gzave the

example of not putting 2 flower in her hair when depressed, and putting it in
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when she is feeling good. A couple of people did not seem to know (e.g., Anne)
or were vague about it. But it was a good exercise--revealing a little of how

they view positive experiences, or if they even note them.

Miscellaneous observations: We did not find out how many of the group members
knew each other from before. Most did, but that is important information for
everyone to have. Ginny, in not working with the elderly before, talked
softlythroughout this first session. We discussed that afterwards. Because of

the background noise in the room, it may be hard for some members to hear her.

For session 2: Work on compliance wi!‘&nework. Use some examples for

problem-solving and° introduction itive principles. Hold off until the

third session for presentation onl tive distortions.
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Session 2

Attending: Betty, Anne, Walter, James, George, Harriet

Steve's goal for the group was tb introduce a problem-solving approach.
Problem-solving involves identifying when problems occur on the acti;ities
records, what happened right before (antecedents) or what the result was
(consequences), and then generating alternative strategies. Steve began by
reviewing the record keeping. Walter started by announcing he did not keep
records, because his mood did not fluctuate. He did have summaries of two days
last week. =~ The main thing was that his wife was wandering out again, and he was
not becoming upset by it. She returned saﬁy&‘ach time. He has now installed
a hook on the outside of the door to @l he goes out. We talked about this

later as an example of problem s@ng, and how it is not a perfect solution,

but worth trying. He will report back on how well it worked.

In response to Walter, Betty wondered if it was bad for ‘him to suppress
emotions when his wife wandered. Steve explained that there are some times when
expression of feelings is good, and other times when it is not. This may be an
important clue, however, to her own problem. From the perspectivé of Beck's
cognitive theory, excessive expression of emotions is not therapeutic. The
reason is that the emotions are sometimes based on inaccurate or distorted
interpretations of events. Rather than focussing on emotions, Beck et al.
(1979) direct the patient to identify thoughts or interpretations of events
which triggered the emotions. They also note that some people will engage in

what they call "emotional reasoning,” which involves saying "If I feel this way,
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it must be so." The patient who is guilty, for instance, will maintain it must
be true if he/she feels that wai. Again, the response from a cognitive
perspective is that the feelings can be based on inaccurate inferences or
interpretations of events, and that is what needs to be examined. Betty's
comment suggests she believes in thglvalue of getting emotions out, and based on
observations of her, it seems to be her style. However,getting in touch with
feelings in itself is often not sufficient to lead to changes. Rather, the goal
of cognitive interventions is to look at what led to the feelings, and then to

generate.alternative ways of thinking and acting.

About this time, George entered. He isga new member, and there was a
slight disruption as he got settled, a ‘i&hogized for being late. He blamed
it on the buses, and got a lot of sy y for it, We continued going around
the room on homework. James ind tea the problems were, as he expected, when
he was alone at night. He talked aobut going out with a friend one night, and
feeling better then. One issue he raised had to do with accepting help. After
his vision loss, he at first rejected offers from friends to take him out, and
in some ways pushed them away. He viewed their offers as chérity. But now he

will not turn them down, nor does he fee2l it demeans him. Steve suggested this

was a good example of how thohghts affect mood.

Anne seemed in a better mood, and had done the homework. She noted only a
few upsetting events, with her mood rated as 5 on most days. There was one 9

day, when she went out and had a good time.

Betty was pleased with how well she did on the éirplane, and said the

positive feedback she got the week before on her plan had helped. She went on,
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however, to talk about problems while in San Francisco, especially about getting
meals on a regular schedule. Her brother-in-law was either insensitive or
unaware of the fact that she has to eat at regular intervals because of her
: diabefes. " One evening, they had set dinner for 7:30, and then he re-arranged it

for 8:30 on his own. Betty's schedule was off, and so was her blood sugar. We

returned to this problem later.

At this point, Ginny said she would like to hear from George. He began a
rambling discourse on his background, including that he had a stroke, which

affected his vision, and he had been feeling sorry for himself for a while, but

- was overcoming that now. Reading the book: Why Bad Things Happen to Good

People, had been a big help to him, nQ.e xpounded a bit on its philosophy.

Ginny's turning to him was good, it brought him into the group. He was

not shy about presenting himself t®the group.

At that point we began focussing on problem solving. James, who had seemed
shy, surprisingly went first. There was clearly something on his mind. It had
to do with his bus trip to the Center. He said that it upsetswhim a lot when
unruly kinds get on the bus, and then the driver does nothing about it. The
thoughts he has about it are that they are undisciplined and rude, their parenté

"have not raised thenm right, and the driver should do something to maintain
order-~the driver 1is the captain of the ship. Hé gets frustrated at not being
able to do anything, angry, and then depressed. Ginny also pointed to the fact
that it was a situation out of his control, and he agreed. We began problem
solving by asking what he had considered as possible solutions. One thing he

said was getting off the bus and waiting for the next one. With that, George
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launched into a-=rambling story of his own bus trip to the Center, the point of
which was that you needed to put bad things out of your mind. Ginny asked if
James could do that, or it he had tried meditating, and he said he was unable
to. George then started lecturing again, and Steve cut him off, talking about
the difference between giving advice and talking about one's own experience.
George was fairly qﬁiet gfter that. (It is important to control rambling
members, but without cutting off too much freedom. He had previously talked
through Steve's attempts to cut his stories shorter. A positive way of
approaching it is to point out he has a lot to say, that the group really seems

important to him because it is an outlet, but that he has to take less time to

allow others their chance.) «

\
Getting back to James, Ginny %»ﬁth the suggestion for him to notice
when he stops being upset, and w:S:,has brought that about. Steve gave him that
as his assignment, It was not cléar as to whether or not to pursue this
cognitively, The approach would be to look at "should" ---others should behave

in certain ways. However, the problem may have to do with James' feeling of

having no choice--he can no longer drive or afford other means of travel.

The last issue was Betty's, Actually, earlier while James was talking
about learning that he did not have to be independent all the tihe, Betty noted
she has the opposite problem: that everyone in the fam;ly depends on her,
yithout regard to how she is feeling. Ginny picked that up and acknowledged it
at the time, and after James finished, Steve came back to it, and en-.ouraged
Ginny and Betty to discuss it a bit. When working in a problem-solving forpat,

the group leaders want to stay with one person, until there is some resolution.
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At the same time, the discussion often raises important personal issues for
others, as in this instance. The leaders, tlten, can table the new problem,
rather thén getting distracted by it, and come back to it later. The problem
Betty raised was one she discussed earlier when talking about her trip, that “of
going out to dinner on everyone else's schedule. She describes being hesitant
to put her needs forward, but then is angry or upset with otliers for not taking
her into account. She told some stories of difficult situations she has been
in, and talked about a couple who always insist on éoing out on their schedule.
Betty will propose a time for dinner, and they will say it's too early, and then
suggest another time. Steve gave her an example of persisting ("I'd really
prefer it at such and such a time"), and ?&of reaching compromises between
her schedule and other people's, % is is an important issue to return to.
Her assignment was to keep trackginvitations out. She appeared to 1like the
assertive respongbs that were suggested. A related issue she raised, but which

was not discussed, is how much about diabetes to reveal to others.
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Session 3:

Attending: Betty, Anne, Harriet, Walter, James, George

Steve briefly noted the homework, and no one reported problems in
record-keeping with the exception of Harriet. She had done it the first week,
but not, the second. Steve suggested she had no feedback, because she missed the
last session, so she probably would do it now. She then expressed concern that
she had missed so much, and could not catch up or be a part of the group.

Others said that was not so, and she ask to hear the tape from the week before

(The group sessions were being recor teve said he would bring it in, and
encouraged her that she woul a part of things after 15 minutes. (In
retrospect, we could have come b _to this issue later on to see if she now

felt a part of the group, since that is an important condition for therapeutic
change to occur (Yalom, 1975)., As it happened, there was not enough attention

paid to htis issue, an Harriet raised it again in the next sesion.

Steve then stated the agenda for the session, to talk about cognitive
distortions, and then come back to problem-solving. He went over the 10_

distortions that Burns identifies in his book, Feeling Good (1981). (The group

members had received a reprint from tﬁe large-print readers digest describing
cognitive therapy for depression; and listing these 10 distortions. The 10
distortions appear in Figure _____.) There was little commment or reaction from
the group during this presentation. At the outset, Walter raised questions
about the concept of automatic thoughtsf~of how people could not be aware of a

thought, and still have it affect them. Betty later thought that sometimes

v
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"shoulds" were appropriate, such as a doctor telling her she should take
‘ - -

insulin. Steve tried to give alternatives, and then said we could discuss it

later. (Th% altenative is "It is in my best interest. to take insulin."” The

consequence of thinking that way is to be more motivated, than telling oneself

"I should."

For the rest of the group, we came back to the problems discussed the
previous week. Steve started with\ James, who had a bad day on the buses
yest?rday. Steve tried to apply the cognitive approach to this problem. James
said the problem was that all the kids on%& bus were inconsiderate. Through

questioning him, he clarified that, in ﬁ, only 3 of them were actgally
u

carrying radios that were pl dly. He «could not see this as an

overgeneralization and insisted the others could say something to those with a
radio. Walter and Betty made p:actical suggestions--getting earplugs, or taking
the bus at different times, and later the idea of getting his own walkman came
up. He listened to these practical suggestions, but they did not 1lessen his
anger. He noted that part ¢f his anger is not having a choice about riding the
bus. He is dependent on it, after having driyen in the past. That seems to be

a real key to his anger. The leaders assigned him for the next week to note on

the thought record when he is thinking about his lack of options.

Walter reported that placing a latch on the outside of his, door had
prevented his wife from wandering. Although he had gone out several times, she
had not wandered off, nor had she seemed upset over the létch. Walter also felt
the latch was not a safety problem, since a neighbor could let his.wife out 1in

an  emergency. Steve noted this example as an instance of successful
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problem=-solving.

Betty's evening out had gorne fine, She did rnot run into the problem she
nroted the week before of rot having dinner early enough. She said the reason
there had been no problem is that they nad gone to a concert, and had to =at
2arly, in order to arrive on time. She appeared to dismiss this example, Steve
tried to get her to plan for future evenings out. Betty said she did not have
any plans to go out in the immediate future and chanped the subject. She «aid
she had a hemorhapge in her eye on Sunday, and was very worried about it. The
other group members (all of whom have much poorer eyesight than Betty) responded
Jy «ayirg that if things do get worse fo 1‘it she will figure out how to
cope. She was concerned that ther did rot know about her decreased
vision, and depends or her for a lot, including transportation. Ginny assigned
her to ke2p records of self-disclosure about her problems, and come back to talk
about that. This was an example of Betty changinz o what is most recent, and
not followirg through on what she started. It was a compelling example, one
that grabs attention, But her tendency to focus on what is most recent also

prevents her from reaching ary closure on a problem, or initiating ary change.

Aith time rurning out, Arne jumped in., At first she responded to Jetty by
describing herzelf as someone who may ~rometimes disclose too much. Then she
talked about her frustrations and irritation with us. She s=aid she doesn't like
feelirg 28 though she is not accomplishing anything in the session. Steve
resporded xaying he had dore too much talking in this session, by presenting
information on cogritive distortions, ard there would be more of a charce far

her and other group members rext time.
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Session 4:

Atterding: Betty, Walter, James, Anne, Harriet, Ginny % Steve
George was mizsing and had called to say he wouldn't be there.

Harriet began the group by saying she was angry with Steve, and felt left out of
the last resxsion, The reason was that he had promised her the tape of the session
sh2 missed, and then forgot to bring it. (He had it this week). She then got to
feeling mére ard more left out as other people talked. James was rnoticeably involved
az .larriet discussed her reactions. He nodded and gave other non-verbal indications
of his concern., Steve told her he was glad she brought this up, as it was a good
example for all of us to learn about cognitive therapy, and because she was upset.
He brought up the rotion of alternatives. Alterngdives is a procedure used by Beck
and his associates (1979) to change exagg -1i? znd dysfurctional thougnt patterns.
It involves encouraging clients to gen %‘her‘ possible ways of viewing troubling
situatiorns, and to consider the exten®to which those interpretations are plausible
alternatives to their original thoughts. In this case, Harriet said, that she was
thirking Steve had left her out and forgotten the tape because he was not interested
in her. 'snen asrked about alternatives she reacily came up with several--too busy,
ete. She ther wondered if it was petty to bring thix up, and the sroup assured ner
it was not. Anre brought up a situation where she felt she should have talkad soorer
1r 2 group. By not talking, she apparently got left out later on. llarriet then
talked about how it makes her fael vunerable to get upset and then chow it., She was
worried about what people woula think of her., James, Tetty, drne and Ginny validated
darriet's courage %o chare hara feelings with the group; everyone seemed to fet
involved, lirterning well. 3teve sald he thought she wax strong to brirg it up (ard to

come back to the group, because she had thought of not coming.) James affirmed that,
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s well.

Betty picked up on something Harriet said about being vunerable by what you
reveal to others., She started to talk, and then said s#he wanted to hear from Anne.
Arne deferred back to Betty., It is not clear why Detty was trying to include Arre at
that point, and speak for her. As Anne had been fairly quiet, it was an appropriats

point to bring her into the discussion.

Betty then talked about her problem ir telling people about her vicion, and that
one of the few frierds she tells, a woman she sees frequently, does not seem
interested. She had told her friend about her recent hemorhage. her she saw her
friend again, the frierd did not ask Betty %ﬂhe Wwas, Betty took that to indicate

sne cared more about her friend tnan hw

alternatives. The group generated: friend forgot, she is insenzitive, “er mird

[ ]
cared about her. Steve asked about

War Oon other things, or that vision problems make her uncomfortable. \We then talked
about how Eetty might approach her. Steve suggestad "Does it make you uncomfortable
when I talk about my vizion." Betty liked that. Ginny also suggested saying that

Jetty valued her as a friend.

From there, Anne began talkirg about not being sccepted for a peer counselor
program. Sne had difficulty speaking out in their trainirg group, in contrast to the
Aay ilarriet had earlier been able to express ner f2elings. aAnne, howaver, wWas quite
elliptical in lier commerts and it was rot clzar if she was upset. She seemed to be
saying that this other grcoup's judgment of ner ("detached, not enough emotior in her
voice™) was accurate, ard maybe she did rnot fit into their group well. This was 1ot

statec clearly, and at the rame tine she war saying the zroup leadars had rot :macz 2
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gcod judgment, since she could have become a good counselor. She balieved she could
have spoken to the trainers about their evaluation of her, but had failed £9 do =90,
Steve responded with empathetic statements, trying to figure out what she was
sgying. She puts up a front, which seems to say: Hardle with care, and her agends
is never clear. 0Gut she talked for a long time. At the end she used the word
"detached" and we zeamed to hit on a possible agenda item: Being less detached whenr
she wants to bhe, Steve did not say that detached was bad., Instead, he #aid
sometimes it is good, and sometimes not, ard the thing to work on is being less
detached when you think being detached is a problem. It would probably be a mistake
to want her to perceive us as being affer her defenses. Rather, she need:
encouraging to change in a direction =he 1‘Eﬁ;5 £o. She also talked =omewnat about
health--e.g., facing kXidney problemy % 130 the fruspration.-a of the visisn exam

she had earlier in the week when har Optometrist coula not give her a straight answer

about whether she could pass the driving exam.

wnen Arne reached the conclurion that the problem wax bzing too detached,
Jdarriet responded that ner problem was being the opposite. Steve responded that
their problem was the same: the qualities of being detachaed or emctionul were rot
bad, but they =ach needed to work on being different in situations, where they wanted

to act diffarently.

As time was running out, “alter talked sbout how ne was reslly quite aven, with
no ups or downs, He mentioned that he had hireasd someone to stay with his wife on
‘fonday, «ince he had to be away for moxt of the day. Thix oxperimert had worked
out. He expressed concern that ha would have to place her in a rursing home scon,

and thea group respornded by questioning him that wouldn't it be better if ne just
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hired someone more often. He gave them the answer he had given Steve in the past
before the group started: It is OXK to hire someone when he has to go somewhere, but
he carmnot  justify doing that when he has no place in particular to go to. Walter
also noted that he had been more direct with his son about his wife's current
condition, He is amazed and pleased with himself for taking these steps, and for his

overall attitude these dayz. Everyone offered some kind of support to Walter,

As we were breaking up, James, who had been attentive, but quiet, =said that he
had taken one of our suggestions about the bus--the one that did not cost any money.
He was riding the buxs at different times, ther@/omn\g the =school kids that way.

This had worked out well for him.

nfter the group the leaders reflect;d on how much everyone had to say, and Steve

resolved to start the next group on time, rather than several minutes late.
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Session 5:

Attending: Walter, James, Betty, Harriet, Anne, Steve, Ginny
Ceorge was absent
#e began by setting dates for December meetings, and, will not meet either
December 23 or 30th. Instead, the last two meetings will be in January. Anne thought
Ginny said she would not attend after the first of the year, and expressed concern
chout it. Ginny explained that she could rot make December 23, and s¢he would be
there after the 1st of the year. Steve mentioned that we would evaluate the group in

those last two sessions to see if it would cor 6 ard in what format.

Betty bagan by saying she @e of cognitive tharapy, but it did not

appear to work for some issues, espECIE with respert to illness., She has been
worrying about going blind, and views this fear zs always hanging over her head.
Harriet talked about taking =ach day at a time, and Betty said somtimes that works
for her, and sometimes it does not. Sh2 brought up how her loss of vision is tied to
a lot of otner problems, e.g., being able to care for her mother, feeling productive,
and not being able to exercise, vwhich helps her when she is depressed. The other
Tmembers taliked about how when they 7ot to the point where they had sigrificart vigion
loss they learned to cope with it, ard were even surprised hy how well they did.
walter, for instance, rides a bike to the secrions, Betty had roted that they were
all doing well. ‘e ended with the suggestion of taking ore problem at 3 time when
she gets down, inot rurning them all together. we also talked about how the
accumulation of problems, as che has had ir the last year, makesr sOmeore mere
vuneréble to depression. The cognitive model aims st taking the adge off deprescicn

brought about by thoze problemns, ‘lalter roted that as the part we do to ourcelver.
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Detty liked, or appeared to like that formulation.

Walter then talked about his wif2, and how he sometimes doesn't see the point of
goirg on. We explored why he contirues, and it turns out he feels a commitmant to
her, and wants to care for her at home. He said if she gets incontinent, then he
would place her in a nursging home. If it came to that, however, he did not know if
he could afford rursirg home care for lorng. He coes not want to hide assets, or to
divorce ner. (If he were to divorce her, he would be able to protect one half his
as¢ats, the rest going to pay for ner nursing home care. 'when her money ran out, che
would be picked up by the Medicaid program). We talked about the possibility of
“edicaid covering Hér, but he said his pensipn is too high, even if he has no
asrets., Steve said he would explore this, ﬁ‘&ge if it was so. ‘Walter got & lot of
support from the group. At times he %
_talking about nis problems. 0

ul. But he appeared to bs comfortable

Harriet had brought up the problem of lorneliress while Walter was talking, and
James had raid that was his major concern as well., ‘When Walter finished, Steve
return to the topic of loneliness. (withogt direction from the leader, the topic
mizht have gotten lost. But nursuing it was dJdelayed until Walter had received
feedback on the isfsue he brougnt up.) James aid meost of the talking. He said he was
most upset at night, ard couldn't even zo for a walk, hecause hig neighborhood was
too dangerous.  Walter csuggested the "Y" might have a use for volunteersg at night,
ard would even arrange transportation for nim. He liked that idea, ard said he weuld
call. He said he has 2 lot of energy, and zlmost wishes he had less. flr is  very
active most deys, riding the bures to activities, and going for walks. Most days are

solitary, except for his nroups, and he irdicated (but later denied) that he feel: -
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little better if he is with people. He =aid ne feels good after Thursday's group
meetings. Steve suggested more day time activities as an alternative, but he did not
like that. He did say he could work in a friend's real estate office, but is afraid
no one could read his writing. The group members looked at his writing, and 'thought
it was gocod. He then raid he could rnot read the listings book, and Steve suggested
veeing if the Department of Vocational Rehabilitation would purchase a Closed Circuit
Television for nim. (The CCTV is a high-powered magnifying system that enables many
partially-sighted persons to read prinrt). He will call a resource counselor at the
Center for the Partially Sighted to check it o He did not like the suggextion that
his friend's office rent it for him. Ste.vﬁo suggested he come in to the Center
to find out if he could use one. %

Arne «slept, or appeared to sleep through the latter half of the group. The
leaders need to focus on her next time. Ginny mentiored to her bafore the group
ended the article that appeared in the newspaper about training peer counselors. ‘It
appearecd the day after she talked about bteing washed out of the program. Anne vraid

she had worked it out in her mind, and esven made 2 donation to them.,
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Session A:
Attending: James, Walter, Harriet, Arne, Betty Steve, Ginny
George was missirg again, and has presumably dropped out,

Before the group walter took Steve aside and asked a question. He wondered if
Steve had said that placing his wife in a nursing home would sherten her life.  This
referred to a conversation they had before the first group. Steve had =aid that when
placement becomes neacessary, it is usually in the 1later stages of the divease.
Aalter was relieved with the explanation. YWalter had made the same miginterpretation

geveral months back,, #hen a similar conversation occurred

Steve opered the group with Walter, and with the information he had for him
about Medicaid. It would pick up hig k%& nureing nore costs, but only if he
exhausted his own finances, He had ¢ With his own plan, which involved getting
a part-time job. He felt part-time woPk would allow him to make ends meet. de hax
an  appointment with the handicapped counselor at the State cmployment agency. He
also inaicated he 1s re2ady to institutionalize nis wife. Steve offered him support
or help, 1if ne runs into any problems. He became tearful while talking and &aid he
1s worried he will get depressed and sulcidal if he dces not place her, The group
was quietly supportive, but not as demonstrative as in previous sessions., In

general, the group mood was subdued 31l through the =ession.

From “Walter, we moved to James, for whom Steve had obtained irformation about
CITV's,  The Department of Vocational Rehabilitation will no longer purchace them,
but 1t 1s possible to buy used machines from the manufacturers. Jemnes reported thai
e nhad looxed into working at hix friend's office, but the real estate business was

S0 poOr that it was the first time 1 over 30 years that his friend had nothing in.
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esCrow, SO0 there was no work there. James also zot the run-arourd from the "Y" on
volunteer work, ‘e appeared to take these disappointments in stride. (In
retrospect, the ’group might have focussed :@more on his reactions, whether he had
become depressed or had been able to accept disappointmerts without making things

worse than they had to be). In general, he seemed in a good mood, and talked about

tne nice Thanrksgiving he had at a friend’'s,

Betty mentioned a former student whnose life was all wnessed up when DBetty knew
ner, but who called rcently to say she had been able to make major changes &s a
result of going to a cognitive therapist. This was interesting, because ths week
before Betty *ad been saying she wondered if cognitive therapy worked for some
problems, Anne then asked wnat the middle column the thougnt records was for,
Steve resporded by saying we had not wo glt it much, and then explained the
thou.ght colum is for the assumptions 00 uatl'wr*k we maxke about & situation.
Often, these are automatic--that is, we are not aware of them. These thoughts lead to
the emotions vie feel, whether fear, depression, or happiness, In the cognitive
model, 1t is how we think sbout ourselves or situation that determines feelings,
Arne then drifted off, making some elliptical statements azbout herself. They nad to
d0 with deoing things for others as oppored to for one's self., She talked abcut
Jetting over her deep Jepression last year, and believed that getting acti§e did rot
make the aifference. TInstead, she saw her depression as just erding., It was naver
clear what point she wanted to raise about balancing activitias, and sne spent rome
time trying to shift the conversation to 3Betty, in order that Petty might =bout the
acunt  of time she does things for others. Betty resporded that aoing for others,

ircluding her mother, makes ner feel good. Arne talked about how her mother was

100 10:

(o



TN -
by

depression group

independent until her death, partly through Arne's encouragement. BRetty also gets

into trouble bending too much for others, but we did not get into i?at.

With about 15 minutes to go, Steve turned to Harriet, who had been looking
morose for most of the group, and who had added little. (In retrospect, this might
have beern done earlier, but the agenda was to give feedback on information to James
ard Walter, anrd then to try to reach Anne, #ho had slept through the previous
session). llarriet was wrought up over the upcomirg visit of her son.  Rather than
callirg her to arrange the visit, he had called his brother. Harriet views this as
rejection of her, and would not consider any ternative interpretation. (It
retrospect, this was a good example to use@ ght record.) She then talked in a

rambling way about being rejected by her N he said she and Randall (the one

about to visit) nad been close in the past, but since his last marriage; they have

been distant. He does 1ot write or even return her calls. Steve suggested calling'
him to make the plans, but she rejected that, saying that would only confirm that he
wax rejecting ner, and would be too painful. Her other son visits only once a month,
Wher he balances her checkbook. Harriet and his wife do rot get along. As  ‘walter
startea to leave (and we were zetting nowhere with darriet), he made a little speecn,
saying she snould tell the son=-="This is it, you c¢an visit me at such-and-:uch tine,
Take 1t or leave 1t." The group liked Walter's assertiveresxs, but Harriet appearad

unmeved., Je agreed to talk about it next time.

oL 105



t

" depression group
Session T:

Attending: Walter, Harriet, Anne, Betty, Ginny and Steve

Absent: James

James nad called the Center to say ne would rnot make the session. Later after
the zroup, Steve called him, and found o2ut he did not want to take the trip in the

bad weather, and also had a cold.

Before the group started, Walter zpologized to 'arriet for being s0 direct at
the end of the last meetirng, and she acknowledged his apology. He then asked
Jjokingly if she nad done what he suggeg (telling her con when she would be

available to =ee him, rather than leav:nq;i‘ the otner way around). She had not done

that, however. 0

Steve talked about the issue of giving and receiving, which had been raised in
the last session. lle said that it wés particularly important in a group, because
they are in a pozition to give support to one another. Betty responded by saying how
Z00d rhe feels giving to others, arnd Harriet xaid rhe usea to feel that way in the
pagt, but can no longer a0 what che used to, and wonders where all the volunteers
went, GShe zays there is no one to help her out wWnen she rneads it. Steve pointed out
now =pecial it is that they were volunteers, that it is hard to find someone who
helps. tlarriet then talked about her disapp.hintments with her frierds. She says she
feelx Dbitter and angry about how two friends in particular have treated her. The
three of then had previously gone on vacations together, but since she suffered the
visiorn loss, Harriet has not been invited to join them. St2ve began to do a thougnt

record of Harriet's interpretation of this situation. Harrist s=aid she believes her
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friends ascume she does rot see well enough to go on a vacation, or that she wo@}d.be
too much of a bother to take along. Steve identified that as mind-reading, 5nd
pushed to see if she would check that out with them. She insisted that she knew it,
and there was no doubt in her mind. 'We went arcund on that awhile, and she zot a bit
angry with Steve. 3he finally said she believed if she forced the izsue,, maybe she
would fird out that they really did not like her, ard it-was bhetter to leave thiras
a& they were. As evidence, she reported that one of these friends had mentiored an
upcoming trip to Hawaii, and Harriet had hinted she would like to g5 alonm.,  ‘“When
this woman replied by saying she would ask their other friend if it would be all
right for Harriet to come zlong, Harriet said e did rot want to go, and wistfully
added she would find someone else to with. Steve wondered if Harriet might
have given them the impression that @% not want to travel with them, but she did
not believe that to be so., Finally, Retty stepped in, and talked about redefining
the relationship as an alterrative way of approaching the oroblem. Harriet said that
the does nrot drop them altogether, bhecause they fulfill some needs for
ccmpanionship, GSteve suggested rhe view the situation as "I am cdisappointed ahout
the change ir our relationship, but there are still some gcod things T can get out of
it." She sesmed a bit skeptical (and also =aid she was already doirg that). She war
cls0 talking about what she wants from friends, and one thing is to be sble to get
arAry. Steve ussd that to say he was glad ther that she could pet anary at him, and

she raid she trusted him.

Ectty then reminded ux of the inrcident whare she felt slifhted by her Ffriew+,
“ho  did not ask her about tha problem she was having with her eve. Retty said that

it wax Harriet who came up with the suggestion for asking if talkirg about her sy~
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problems made her friend uncomfortable. Betty said she triad it, and it worked well,
In fact, it turned out her friend had been having =ome perszoral problems, and had

been preoccupied. Steve used that as an example of testing out when we draw

6

conclusions about what szomeone else sazys. Betty again notad that it was Yarriet who
suggested it, and we all agreed it was easier to make suggestions than do them, hut
the group felt Harriet was on the right track. 'We ended an agreement to discugs ir 2
future session when and how to confront Qomeone. Everyore appeared intearested in the

1s3ue,.

At this point when the discussion was about to drop, Walter revived it again
with an attack on Harriet., He xaid maybe what we had was a recurring problem, and
ndted the similarity to Harriet's comments Jest week concerning feeling bad shout
one's self becoure of being hardicapped. er elt this izsue yas the key, because
Ae then projected that feeling onto yy who then treat us as less than equal.
Steve tried to get Walter to focus on his own experience, irstaad of attacking
liarriet, ard he talked about having beern in 2 mental hospital gaveral vears hack
after nis eye problems first started. Yarriet ther mentioned héw a friend had helped
ner recently to deal better with her vision loss, iler friend told her that because
sie row had difficulty seeirg, other people no longer knaw how she was seeing them,
iz a result, it made them urcomfortable. Shé.creditej this as a rreat ineight, and
Jecided tnat she should approach some of the people st Church who have bear avoidina
her. OSteve raw that as a very positive sign, somethinp to follow up on in tha future

sessions as a way of helping her be more direct,

At that point the group seemed drained of enerty, and adjourned a little carly,
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Session 8:
Attending: Steve, Ginny, Walter, James,, Betty, Harriet, Anne

The group began by welcoming James back, and then turning to Yarriet to see if
she had worked things out with her friends. iShe «aild she had Aore better during the
week, ard in fact, looked at her two frien;s differently. She =saw her relationship
Wwith them as 1imite&, and could accept that. She also recounted that she had a2
positive meeting with her son and his wife. She s3id she was direct with him about
making arrangements with her next time he visits, and not through her other som. She

did this at the end of a pleasant visit, and he agreed with her, She seamed very

nleased at how the visit went. Q

Eetty talked a 1ot about the d&y of letting her mother know about her

eyes, She recounted the frustration she had been experiencing when she recently took
ner mother to doctors' offices. They had to wait a long time., 'hile they were
waiting, Betty felt she could read, because she would have to use a magrnifying glass,
and that would let her mother krow she had a problem with her eyes., The group
ercouraged her to let her mother “now, ard even pointed out that her mother prohably
Krew already. Harriet encouragad her to be direct (interestingly, in ways she had
trcuble being direct). We talked about telling hner mother that her vision had
changed, and the magnifier row ielped her, but without going invo details about tha
hemorhages she has suffered, or that che might 90 blirnd. She is considerirg doinz
that, but her mother may be facing some eye surgery nerself, and so she (Setty) doaa

rot wart to worry her more,
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Betty also talked about feeling responsible for her mother, especially that
something bad might happer. tHer mother lives alore in 2 canyon, and Betty worries
about her. We talked about how important it was for the quality of her mother's life
to be good. Her mother likes the house and gardens all day. Petty said she frels
guilty when she goes out of town and it is difficult to find s<omeonre to check in on
ner mother. ler mother, from Betty's account, wants to he indeperdent, but it is
3etty who 1is worried that something bad might happen %0 her. We talked a little
about that as a risk rhe is willing to accept, in turn for mairtairirg the aquality of
hWer life. This issue seems very important for Betty, and the aroup should come back

to it at a later time.

James talked about a disappointment, tha ‘l"l““d died, and left very little to
him in his will. He also had given his =ome morey to invest, but there was no
note or record. Unless the lawyer handling the estate comes across a record, James
will be out his morey. !le is upset, and stays up at right worrying. The garoup had
some practical suggestions (e.g., he can be present when the safe deposit box is

opened).

Walter did rnot talk much. He did say he is waiting until his son visits in
Jaruary, and then after that he will consider placing his wife ir 3 nursine home, or

board and care.

“Anne talked for a bit ir ner usual way, with little empotion. Ffhe spoke ~again
of ro lonpger being depressed, but it is not cl=ar at all what is goirg orn with her,

Sexsion O

Atternding: James, Walter, Betty, Harriet, Steve, and TGinny
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We spent much of the session on assertion training. Virtually all
participants had mentioned having problems that could have been avoided had they
acted more assertively. Harriet's interactions with her son and friesnds were
the most recent examples. These interpersonal situations were frequertly noted
by participants as antecedents of strong depressive feelings. These feelings,
moreover, arcse from typical depressive thoughts. In Harriet's caxe, she seemed
to be saying: "If I really found out the truth sbout how people felt ahout me,
I would be devastated. I'd be ever worse off than I am now." Betty, likewise,
seemed to fear that people were rejecting her, or would rot want to accomodate

,/f to her, James was mairly upset that the world was rot a fair and just place.
walter and Anne, while giving examples whe %y ight have dore better if they
nad been assertive, had not reveal Qiﬁth about how they interpreted those

situations. Assertion training creat® the opportunity to shape new behavioral
resporses to improve social interactions, while contiruing %o examine the
depressive themes participants had been identifying. The session began with
defiritions of the difference between ascertion, passivéﬁess, ard aggression.
The leaders then read examples from Lange and Jakubowski (Responsible Assertive
Behavior, Champaign, Ill.: Research Press, 1976). Group members could identify
the exampler as assertive, aggressive or passive., The one exception had to do
with getting a ride. Onre persor requested a ride, and the other refused, saying
irstead she could take her friend part of the way %% =2 bus stop. Harriet
rexcted strongly, by sayirg "Well, I would go with her to the bus stop, and then
call s cab." She clearly was upset over the refusal, even though it was made

graciously. Asking for rides is very difficult for her, ara she firds it thard

to accept refusal. She was also too adamant £o pursue the issue at this time,
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Each person then gave some appropriate personal examples of assertior.
James talked about turning down a Mew Year's Eve date because he was feeling
i1l, but the woman was clearly annoyed with him. We discussed that he had done
it well, even though she took it badly. So far his efforts to patch things up

with her have been unsuccessful, but he believes he was right to say '"mo."

Nalter gave ar example of aggressiveness, telling his daughter ard
son-in-law off for the perceived lack of help they have given him in caring for
his wife. He appeared from his retelling to have been quite angry, but e also
let them Xnow what he wanted from them (as'opposed to what he expected them to

understand he reeced). ‘

Armme 1is in the hospital, facing : amputation. Group members took
dowr her number ard plarned to call. Pefore this session, Ginny ard Steve had
discussed their impressions of how far the group had gotten and both felt
participants were just beginning to make progress on their problems. It was
decided to suggest adding another 5 sessions to the group. Betty and Harriet
were enthusiastic about the proposal. Walter and James vere not as
enthusiastic, but were defiritely willing to cintinue. It was decided,

therefore, to meet for arother 5 sessions.
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Session 10:

Attending: Walter, Betty, Harriet, Steve & Girny.

James could not be there.

The group continued to discuss assertion issues. Harriet began by talking
about an experience in which she was cheirirg a meeting. Since she could rot
see people who wanted to talk, they all started talking at once. She came up
with a plan to respord to them next time, by saying they had to get her

attentior before they talked.

Most of the session wasjspent discussing Betty's problems with assertion,
especially towards her husband. She discuiiif‘tfo issues, he comes home late
without calling, and he did not give her * for
did some role playing with her. @Q'uggestfed the assertion was related to

resentments Betty has about the relationship. Betty largely feels he does not

their anniversary. Ginny

give her time or attention, while she goes out of her way to do things for him,
She sees how she could be assertive, but does rot think it would change his
behavior. 8he also does not want him to get upset or guilty if she s2ys this to
nhim. ‘We talked about how being direct at least would let him know what she
wants, and it might help her, even if e doesn't change. Role playing was used
to let her try out different responses, and sie enjoyed it. She has been more

direct in asiting him to phone if he is late, ard that has worked out well.

After talking for some time with her, she then shifted the conversation to
walter ard his situation. e =x3ila that after his outburst one week afo his

daughter was now more responsive, calling frequently, and had made arrangements
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with a Board and Care to take his wife. He tried to shift the focus back to
3etty, giving her advice (tell your husband he can be “ome by a certain time, or
can stop for dinner on the way nome)., Walter did not see his own problem in
being direct., Steve tried to make the point that everyone has problems being
direct with the people who are closest, and that he had problems with his
daughter. He blamed himself for that. (The laaders should have examined that

belief),

The group was fairly animated, even though orly three of them were there.
betty especially put a 1lot of energy into talking, but it appearad from her

response to suggestions that she did not see h hope for changa,

w2 also talked sbout the fact thaz %pect other people to understard
what we want, without saying itbirectly. Harold brought this up, when
discussing his daughter. Everyone apgreed, which seemed a major step forward
from previous discussions in which the group members brought up situations where
they expected someore else to anticipate what they wanted. Interestingly, this
problem has not arisen during interactions within the group. 'what zeemed to

help was that group members could see what might be done in someone else's

s£1ituation, and then gradually appliad those cbservations to themnselves.

A couple of pecple had spoken £o Anne, ard reported she was in good
spirits, eoven in the face of bad medical news. Thereafter in sach session
someone would update the group on her cordition, She was ultimately unzble to

rejoin the group.
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Session 11:

Attending: Betty, Walter, Harriet, James, Ginny, Steve

The majority of the session was spent on Betty's concerns in relatior to
her husband. She was really struggling with the issues of what is 0K for ner to
request, to want, to feel resentment about. Her particular concern was whether
sne could ask her husband to accompany her to a doctor's appointment. She was
worried about the test, did rot want to impose on him, and was angry she could
rot have him there. Steve spent time expl n!ﬂEiBetty's thoughts about how much
she needs, deserves, could risk, could & O be vulrerzble. After reviewing
past interactions with her husband,@ ecided he had heen there for her in
critical situations, and that she really did not need him for ths upcoming
test. James added his thoughts about vunerability: he worries about being too
vulnerable. James asked a good question at the session's end: "When is it good
or 0K or useful to be aggressive?" We should try to get back to that questiom.
HWalter seems to be feeling concerned about his decision to place his wife. He

was  tearful and shared with the group his "second thouzhts." Walter has an

interview at the board and care home next week.
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Session 12:
Attending: James, Walter, Betty, Harriet, Ginny, & Steve

Before the meeting James took me aside and said he was disturbed, 4aving
Just visited orne of nhis few remairing friends in St. John's Hospital. His
friend is facing surgery, ard James is clearly concerned. He did not bring this
up in the group (nor did 3teve get to it), mainly since others took up the
time. ‘Waen he firally had a chance to speak at the end, there was littls time

left, and he talked about another issue.

Betty began, talking about the eye test sheghad been worried aﬁout the week
before. It turned out to be fairly simple, &ﬁonly 20 mirutes, and causing
no distress. Her husband asked her ‘E:;g if she wanted him to come along
with her. She decided she could do it on her own, and declined his offer, but
did rot feel resentment afterward. She had also checked with the doctor zhead

of time to find out about the test, and decided that while she uantad the moral

support, it was not a situation where she wanted to ask for Arncld's help.

In terms of her other concern, he nad failed to call her one rnizht, wher he
was late, but it was only 15 minutes. The next day she reminded him to call if
ne was 3oing to be late., 3ne said sne is not as anary with him. She sﬁoke more
favorably sasbout her friends. She said since Harriet talked about her problems
with frierds, it has been easier for Betty to accept what is good from ner
friends. She gave as an example soing to a baby shower with some 0ld friends
who had hurt her feelings by rot calling. Instead of thinking that they had not

called her, last week rhe started calling zgain. herself talking with them, and
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took what was good in the friendship.

Steve used that as a cue to ask Harriet about how her friendships were.
She started by sayirg that at least Betty is married, and that some situations
are worse. She was clearly having trouble getting out what she wanted to say.

Finally, she said that her session of psychotherapy was troubling to her (she

1)

saw a therapist for individual counselirg before the group meeting). and =h

was still upset, ard preferred rot talking about it. OSteve said that was 7K.

At that point Steve turned to Walter to find out about his visit to the
Board and Care. The vacancy did not materialize so he was "dack to square one.,"
dis wife is still manageable, but he would ké find a similar plac2 for
her. Through some discussion with oup, he cam up with what was so
troubling to him is being urable to hee her. Steve suggested he spend the week
thinking how to make things 2asier on himself while he still " has 'her, ard he
replied that his problem was all internal---attitude. Harriet commented on how
much he had done for her and Steve said that he haa really done a terrific job,
and perhaps was too hard ¢on himself. He did identify one issuz that bothereq
him: that in the evering she will sometimes get upset with him whern he does not
pay attention to her, and will sulk or say she wants to 7o home. Steve said she
is not angry at him, although it comes out that way but she 1is expressing how

bad :ne feelx about her condition. he seemed to urderstand that.

It was clearly difficult for him to tallz at points, and finally said he
wanted to hear from James. James said his problem was small ir comparison to
averyone elre's, It involvad the womar who zot nmad at him on Mew Year's Eve

bacause he said ne was too sick to go out. For awhile she was avoiding hin, but
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last week she started calling again. She would like to become ifivolved with
him, but he wants her just és a friend., His concern is that he feels he is
nurting ner by rot giving more. The group trisd to help, but there was not much
time. It was pointed out that this issue was similar to meny of the other

interpersonal situations the group had raised.

The group ended =2arly, as several people had to leave. At the end with
Just Betty and Harriet there, Steve thanked Harriet for being so helpful during
the group. hereas she and Walter usually clash, today he heard her out, and

she was gentler with him. Betty said to her that she hoped her problems would
get resolved, and jave her a hug. Q‘
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Session 13:

No notes were taken in this session. Afteruvards, Girny and Steve talked

about doing an exercise in the next session called "Positive Affirmations,” as

o4

way of making the positive feelings the group members expressed toward 2nch

other even stronger.

0@3«
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Session 14:
Attending: James, Walter, Betty, Harriet, Steve, % Ginny

Girny had plamned to sperd the whole grcoup doing positive affirmstions, but
sirce 'Walter had placed his wife in a Board and Care yesterday, the leaders
decided to start the group pending some time talking about that. Walter said it
had gone very well. S3he liked the place, and he was able to leave. One thing
that bothered him was that a faw days before she told arother resident at their
apartment that she was in a bad way, and that it was her fault, ‘Jalter wordered
how she could have awareness of her situation and we talked again about the fact

that her condition can fluctuate. He implied %f she had some awareness, he

could not justify placing her. @

He also was concerred about an epiM#de of momentary hlindness in one eaye
dhich occurred on Tuesday (the day before placing her). He went to sea an
opthalmologist who said it was caused by a piece of plaque breaking off from the
carotid artery. He was very concerned azbout having a major stroke, but did not

want to 2o to his doctor for an exam.

He then asked if Ginny would give her opinion of two versions of an
advertisement he had prepared ir which he offerad to share his apartmert in
exchange for rent, One version advertised for a man, the other for a woman.
The group was supportive, and encouraged him to place both ads, lle said it was
a big step for nim and he needed support in doing it. Al) his life he had been
irdeperdent. Ile said that it wes nice for once to be able to be honest,

serious, and still have the support from the group.
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Following that, Ginny introduced the Affirmations exercise, explaining that
we carry around negative statements about ourselves, ahd that these can be
turnead around in a more positive way. She gave the example of feeling she is not
smart enough, ard the group at first said that was silly to feel that way (not
rational, they said) because she was smart. She made the point that her
thoughts were not ratiornal, but they affect her all the same. They then helped
generate an alternative for her. ("I, Girny, am smart enough for what I want to

do.")

Orce she had an alternative, she asked someore to identify a negative
thought. James volunteered and said he was diggrbed at how prejudiced ha has
bec:ome. Harriet suggested viewing persons iNividuals, rather than as part
of a group. Jamnes, however, said h trouble doing that because the people
he comes in contact with in his neighborhood or on the bus are impossible for
himto deal with. Harriet continued to encourage James to separate the
irdividual from the group, but that did not work. The group worked with him,
trying rationalizations (it's just lower class people he's meeting, they're not
all like that), but none of that worked. Finally, Ginny suggested the
statenment: "I, James, an concerrned about being prejudiced.” Both he and the
group liked this statement, He tied that into his experiences in his

neighborhood and on the bus.,

After James, Harriet offered a problem: that she is feeling hopeless about
ever attracting a man. She tied this in with her vision, saying she felt her
poor vision limited her from driving to activities whee shemight meet someone,

ard that men treat her differently now that she cannot see well. As with James,

117 122



depression group

the group began by disputing her:

Harriet: I'd like a man who is affectionate and gives me loads of
attention. But I not XnoW where they are.

Betty: You seem tO be ruling it out beore yove even tried it.
You've tried it and had some bad experiencees, but it doesn't mean
you have to give it up. You're closing >ff your options. It just
It just takes time in a limited environment. Sometimes if you worry
about the pressure of time it shuts off your options.

Harriet: I'm pretty isolated.

Betty: But you go about.

Harriet: I go to my church meetings. More recently, I have the
feeling that men begin to approach me, and when they gat nezr
me, they make a sharp right turr. They say, "Oh, that's
Harriet who can't see."

At that point, Cinny tried to reframe the pro in a positive way.

Ginny: One affirmation could riet is an attractive person,
including her visio

Walter: She has to open more ¥aannels or else nothing is going to
happen. What about jogging. Maybe you could meet someone
while jogging. '

Ginny: She has to believe that there's a positive thought.

Walter: I think they go hand in hand (lines of communication and
positive thiought).

Betty: Here's a3 suggestion. I, Harriet, who am a sensitive,
loving person, would like to meet a sensitive, loving man,
and can do it.

Harriet: I don't thirk I can do it. 1 don't know where he is.

James: You need a certain amount of patience with a hope of
expectation that this will materialize...I thirk you're
impatient nrow.

Ginny: hWe're working on self advertising, becoming your own
promotional person. Afirmation should not contairn emphasis
on the other person 80 much as it should contain
affirmation of yourselif.

Aalter: ‘What about: "I like me, nd I'm sure others do t00." 4Aith
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larriet:

Betty:

Aalter:

James:

,This example
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that comes the exposure, and then comes the personal
qualities. '

Or, "I, Harriet, know that men are waiting out there for me
to reach out to them."

It hits me as false.
Here's an affirmation. JIt's OX to want an affectionate man.
0K, I like that.

I have the same concerns .you co, Harriet. Very often I
feel my ausband is unaffectionate and unloving,
unsympathetic., Just because I have him doesn't mean that
all my problems are solved. We have a problem in our
relationship...the affection...s0 I'm appreciative of how
upfront and honest you were. &took alotof strength to
do that infront of the grou

This entire proceeding owed usall to offen up to a
degree that we reall "ot think was possible.

That expresses a great deal of confidence in each sther.
Among each other.

shows how well the group was working together. Everyone

seemed moved by the session, and there was a feeling of closeness at the end.

Because time had

rur out bafore completing the affirmation exercise, it was

decided to contihue the next week.

There had also been discussion earlier in the group zbout having only 1
more sassion. 0 strong reactions to terminating were apparent,
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Attending: Walter, James, Harriet, Betty, Steve, Ginny

i The affirmations exercise started with Walter, but Walter was concerned

about his wife, and talked about how he felt his emotions were controlling him,

rather than the other way around.

® Aalter:
Steve:
® Walter:
Steve:
®
walter:
Steve:
Jalter:
* Betty:
wWalter:
®
Steve:
getty:
®
. \‘l

For most of my life I've messed up the things that I've
tried to do. How synonymous are brain and mind?

The brain is a physical entity and the mind is a process of
the brain.

How do I account for my over reaction...how do I handle it
without the irrational emotional response?

At the time of a major chg it is natural.

you took care of all t eded to be done, ard after you
put your wife in the & and care, you naven't felt as good
as before, ¢

My blood pressure SJy rocketed. What is the reason for
goihg on? '~ho needs you? I think we all need to be naeded.

This is a big change and it will take time to adjust. Time
to get used to her not being around. Time to find out how
to give meaning to your life.

35 years ago, I would zay to my wife, " you're good to come
home to." 35 years later I was still saying that...I miss
it.

Those good years to meant that, but she changed, and it
couldr.'t be helpad. It may have been better for you to have
that pass.

I feel a little incomplete. I used to take ner along on
business ~her I went out of town.

Let's see if we can turn what Walter said into an affirmation.
How many people have actually “ad that special relationship

In this case, it's not that you messed up, but it's
somathing that happened to her.
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Walter: That statement really wasn't pertaining. I did
retire with the thought in mind that perhaps if I were with
her everyday, her memory loss would get better, so I retired
early. I wasted a lot of money in pursuit of that, and I
neglected to get rich.

Setty: That's not screwing up.

Ginny: wWhat about this as an affirmation: I shouldn't let my
feelings dominate :mne.

Walter: We all have feelings, but who's driving this rig anyway. Yes,
® that I can live with. Wno's in charge here.

Both the group and Walter. liked his restatement, and there was further discussion.

Harriet: How do you apportion your time off...Most of the time you're
laughing, joking, what is the portion of time that you're

® "facing yourself as you are."
walter: The mask is always in place
Harriet: ‘4hat you're saying is tQhe mask is really in place.
That's the game we . I know I do it. I could be
terribly depress R Yay, and after talking about it to

people I feel I ¢ alk to about it, the next day I'm
completely in control of myself ard quite happy.

Walter: I am in control of myself, but I find it necessary to
project my interests outward...I volunteer, etc...I'm
running away from myself.

Steve: Some of it isn't running. You have to rezach cut.

Harriet: It's normal to feel the death of someone, to mourn
SOINBONEe, o 4 s

Steve: It's normal to get some of the feelings out of control some
of the time. The mask is adaptive. If you xnow it's
rormal to have them, and it's time to move away from them,
then you've got the ability to do so. The first part is:
it's normal to let feelings get away from you sometimes,

Betty: How zbout M"give myself permission to be emotional at
this crisis time?"

dWalter: Despite the fact that you have these alnost impossible
standards for yourself to reach sometimes, and this is
one of those times.

oo
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Steve:

Betty:

Aalter:

Ginny:

walter:

Ginny:

Walter:

llarriet:

Steve:

Harriet:

Steve:

walter:

darriet:

ainny:

Steve:

depression group

Giving yourself permission to stay in that place. You'll
keep doing the things that interest you.

It takes time...I give myself permission for this period
of time, which is difficult.

Everything inside rebells against, although I appreciate
what you're doing.

llere are the things I wrote down:

1. I give myself permission to be emotional right now
2. I accept my style for handling my feelings

3. I like the way I'm learning to share my feelings

I have difficulty telling myself that I accept what I'm
trying to reject...isn't it nypocritical?

Wwell, the affirmation has to go against the pattern...if
ycu feel backlash, then it will be useful.

well, I've shared my feelin ? I don't krnow if I like
that. &

I felt terrible wher*9 t last time, because I had
shared my feelings andexposed a weakness in myself.

what Ginny had tried to say is that everyone has a
weakness, and they are often pointing out your strengths.
Sensitivities are strengths. Walter, if you weren't
feeling right now, we'd all be surprised. Harriet, if you
vere perfact, we'd really be surprised.

I realize that, and one of my strengths is that I'm here.

It's not the weakness that makes you a weak person, it's
the strength to know what to do with it. You had said,
for example, that you were feeling depressed and talked to
a frierd and felt better.

I'm not sure if it's the feeling that bothers me., It's
more of letting the feeling rhow that does.

That's very much what I felt last week in sharlrg my
feelings. -

I admire you because you share your feelings.
Tnere are times to show them and times not to. There are

different rules in different places. One of the things
the group has done is given you a place where you shared

k.
-
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depression group

feelings that you might not somewhere else. Tt's good to
do with people you car2 about.

Ginny: I have another affirmation. How about this?
I, dalter, like my authenticity and 2lso the fact that I
can share.

Walter: I like me as I am because anything else is
counterproductive

There was laughter and then a lot of positive statements about this statement.
- Walter seemed pleased with this affirmation, and the group's response. . Athough
they had not dealt with her case, Betty expressed feelings that she had
benefi;ted, and did not need to do an affirmation of her own in that she had
"worked with everybody else agd learned from,their experience." The group,

however, insisted she try. Her concerns wesﬁ feeling unproductive, and

the group finally generated an affirn@ ich helped her.

There was then a discussion of how much the group had meant to them. They
wanted to have other groups like this one, which were closed and time-limited.
Finally, there was a discussion of ending the group, with everyore saying he/she

would miss it.

o
Qo
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depression group
Cutcome:

In retrospect, probably the biggest gains were in the participants’ social
relationships. Changes came from suggestions made by other group members, and,
at critical points, by observing someone else in the group coping with a similar
problem as one's own. They would give someone else advice, and then realize
that advice pertained to them, as well. Teaching them to wuse the coznitive
approach for dealing with depression was less successful. 'shile this approach
was useful in sessions, it did rot appear that individuals coula use it on their
own, as yet. Perhaps 15 sessions were not epgugh, or the method only had
limited usefulness for them. There #&Suld have been more emphasis on

training them to use the method. 0

Follow-ups several months later were made. Walter continued to have the
most ups and downs, mainly around his wife's situation. He would become
despondent at times, especially when it became apparent his wife had to be moved
to a nursing home. The other three participahts all increased their volunteer
activities, and reported enjoying their involvemert. Arne's hospitalization
lasted a few months, and she had only Jjust gotten out at the time of the

follow=-up.
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Foreword

The attached paper and pencil measures are part of an evaluation of your graduate
training program in clinical psychology. Increasingly, evaluation will be required

by training grants, and this evaluation is part of an Administration on Aging training
grant in clinical psychology and gerontology that we currently enjoy. The results may
be useful in helping us secure further training money. Moreover, there is a paucity
of sound research on the effects of graduate training in clinical psychology and we're
in the unique position of being able to provide some useful data.

The evaluation includes these paper and pencil questionnaires, demographics, a descrip-
tion of your prior clinical experience, and videotaping of your interviewing skills.

A portion of these procedures will be repeated again at the beginning of next semester.
We are not interested in evaluating you as individuals, and the data will not be
analyzed on an individual basis. We are interested in gaining a sense for, on the
average, what students at your level of training are like.

Two minutes into this first questionnaire, many of the attributes that we are attempting
to assess will undoubtedly become evident to you. You may even recognize some of the
specific instruments. Many of you also know a lot about response bias, social desira-
bility, 1ie scales, and the 1ike. In short, you are simply too sophisticated to be out-
foxed. So, rather than trying to disguise our purposes, we are appealing to the scien-
tific curiosity embedded in your soul (or at least in your role), and we are asking you
to make an agreement with us. The agreement is that you fill out the scales as candidly
as you can and that you not discuss the specifics of any evaluation procedure (question-
naires, interviews, etc.) with one another. (Because the paper and pencil measures are
standardized instruments, please bear with sexist and other archaic wording.) The qual-
ity and usefulness of the pooled results will depend on the honesty of each individual's
responses. Moreover, because different classes will- be involved in different steps of
the evaluation at later points in time, cross-talk could skew the data in unpredictable
and uninterpretable directions.

In turn, then, we agree to provide the results to you at the conclusion of the study,
and we will answer any other questions you may have about this evaluation. You may
find the results as well as the participation itself both interesting and thought-
provoking.

Your response to this and other steps in the evaluation will be handled with the follow-
ing discretion: We are asking you to assign yourself a three-digit code number, which
is how you will identify yourself on all your evaluation material. Members of the
evaluation team (Gatz, Pearson) will have occasion to associate a number with a name or
a face, but we are the only persons who will have access to that information. Please
put your name on one side of the detachable file card and the number of your choice
(choose one that's memorable) on the other side. If there are duplicates, we'll let
you know. After the final data have been collected, the file cards will be destroyed.

After you have completed the paper and pencil measures, the immediate next step is the
demographic and experience questionnaire. You may take it home with you, but please
fill 1t out by Sunday night at the latest (a rough control for time of measurement]).
Make sure your code number s on it. You may return it in the envelope either to the
"ballot box" in SGM 518 or to Margy's mail box, or you may drop it off when you come
to do your interview. In this step, as in all others, data will be logged in by code
number. The only reason we would need to cross-check name and code would be if we
don't receive the questionnaire and have to find out why (or if you forget your memor-
able number and ask us to look it up).

Thank you for your help!
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DATE CODE NUMBER

INSTRUCTIONS: (Please read them, regardless of your level of sophistication!)

Listed below are a number of statements. Each represents a commonly held opinion
and there are no right or wrong answers. You will probably disagree with some
jtems and agree with others. We are interested in the extent to which you agree
or disagree with such matters of opinion.

Read each statement carefully. Then indicate the extent to which you agree or
disagree by circling the number in front of each statement. The numbers and
their meaning are indicated below:

If you agree strongly, circle +3
If you agree somewhat, circle +2
If you agree slightly, circle +l

If you disagree slightly, circle -1
If you disagree somewhat, circle -2
If you disagree strongly, circle =3

First impressions are usually best in such matters. Read each statement, decide
if you agree or disagree and the strength of your opinion, and then circle the
appropriate number in front of the statement. Give your opinion on every statement.

If you find that the numbers to be used in answering do not adequately jndicate your
own opinion, use the one which is closest to the way you feel,

Agree Disagree

It is safest to assume that all people havea vicious streak
and it will come out when they are given a chance. +3 42 +1 -1 -2 -3

The biggest difference between most criminals and other
people is that the criminals are stupid enough to get
caught. +3 42 +1 -1 -2 -3

Teachers or supervisors who hand out vague assignments
give a chance for one to show initiative and originality. +3 +2 +1 -1 -2 -3

It must be quite a shock to l1ook in the mirror and find
that you are showing signs of aging. +3 42 +1 -1 -2 -3

Residences for retired persons should always work out
their programs and routines with the old persons

concerned. +3 42 +1 -1 -2 -3

Most men are brave. +3 42 +1 -1 -2 -3

It is possible to be good in all respects +3 42 +¢1 -1 -2 -3

I cannot help feeling depressed at the thought of getting

old. +3 42 +1 -1 -2 -3

Honesty is the best policy in all cases. +3 42 +1 -1 -2 -3

Anyone could keep young if he only tried. +3 42 +1 -1 -2 -3

1 view death as a release from earthly suffering. +3 42 +1 -1 -2 -3

It would probably be better if most old people lived in

residential units that also housed younger people. +3 +2 +#1 -1 -2 -3

Moct old people make excessive demands for love and

attention. +3 +2 +1 -1 -2 -3

Most old people tend to let their homes become shabby

and unattractive, +3 +2 +1 -1 -2 -3
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15.
16.

17.

18.

20.

21.

22.

24,
25.

L

27.

28.

29.

30.

31.

32.

34.

35.
36.

26.

Not knowing what it feels 1ike to be dead does not bother me.

When you are no longer a contributing member of society

by functioning in such roles as worker, parent, and so on,

you can't really feel that you have any value asa person.

Barnum was wrong when he said that there's a sucker born
every minute. )

No matter what the community can do, 1t 1s up to the
children to see that their aging parents have every
comfort.

On the whole, people’s chances in 1ife are getting worse
and not better.

I often feel that many things our parents stood for are
just going to ruin before our very eyes.

Most old people would prefer to continue working just as
long as they possibly can rather than be dependent on
anybody.

I 1ike parties where 1 know most of the people more than
ones where all or most of the people are complete
strangers.

I would not mind dying young.

I am not disturbed by death being the end of 1ifeas I knowit.

Relatives who were close to the parents in former years

rightly expect the children to care about their well being

if they live a very long life.

Many of our most important decisions are based upon
insufficient information.

Most old people need no more love and reassurance than
anybody else.

You're further ahead if you always assume that everybody
is out for Number One.

The sooner we all acquire similar values and ideals the
better.

A good teacher is one who makes you wonder about your way
of looking at things.

I am disturbed by the physical degeneration involved in a
slow death.

People who fit their lives to a schedule probably miss
most of the joy of living.

In order to maintain a nice residential neighborhood, it
would be best if too many old people did not live in it.

Everything changes so quickly these days that 1 often have

trouble deciding which are the right rules to follow.

01d people have too 1ittle power in business and politics.

There is no point in talking about personal matters with
people who are much older or much younger than yourself.
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Agree Disagree
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 41 -1 -2 -3
+3 +2 +] -1 -2 -3
+3 +2 +] -1 -2 -3
+3 +2 41 -1 -2 -3
+3 42 +41 -1 -2 -3
+3 42 41 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 42 +] -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 42 41 -1 -2 -3
+3 +2 41 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
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-39,
40.

al.
42.
" 43,

p 4.

45,

46.
® 4.

48.

49.
50.
51.

52.

53.
54.

55.
56.

57.
58.

59.

60.

37.

When you ask someone to do something for you, it is best
to give the real reasons for wanting it rather than giving
reasons which carry more weight.

people in high offices aren't really interested in the
troubles of the average person.

The total isolation of death frightens me.

What is lacking in the world today is the old kind of
friendship that lasted for a lifetime.

A good job is one where what is to be done and how it is
to be done are always clear.

Most old people are really no different from anybody else;
they're as easy to understand as younger people.

It would probably be better if most old people lived in
residential units with people their own age.

Anyone who completely trusts anyone else is asking for
trouble.

When you retire you realize that the best years of your
life are yet to come.

It is wise to flatter important people.

Never tell anyone the real reason you did something unless
it is useful to do so.

You can't expect other people to take care of you when you
no longer can take care of yourself.

Most old people are irritable, grouchy and unpleasant.
The pain involved in dying frightens me.

An expert who doesn't come up with a definite answer
probably doesn't know too much.

Most old people can generally be counted on to maintain
a clean, attractive home.

01d people have too much power in business and politics.

There is something different about most old people; it's
hard to figure out what makes them tick.

The trouble with the world today fs that most people
really don't belfeve in anything.

There are a few exceptions, but in general most old people
are pretty much alike.

There is no excuse for lying to someone else.

It is more fun to tackle a complicated problem than to
solve a simple one.

With everything in such a state of disorder, it's hard for
a person to know where he stands from one day to the next.

A person's worth does not depend on how good a citizen,
parent, or worker he or she is, but simply that he or she
is a human being.

Most old people would prefer to quit work as soon as
pensions or their children can support them.
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Agree Disagree
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 +1 -1 -2 =3
+3 42 41 -1 -2 -3
+3 +2 41 -1 -2 -3
+3 42 41 -1 -2 -3
+3 +2 41 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 +#1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 +2 41 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +#1 -1 -2 -3
+3 42 41 -1 -2 -3
+3 +2 +#1 -1 -2 3
#3042 41 -1 2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +#2 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
$3 42 +#1 -1 -2 -3
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63.

64.

66.

67.

68.

69.
70.

71.

72.
73.

74
75.

76.

77.
78.

79.

80.

81.

82.

83.

4.
85.

86.
87.

I would avoid death at all costs.

Unless 1 feel that I have accomplished or done something
that other people value, I feel quite worthless.

01d age is 0.K. for those who are financially independent.

When there is a sizable number of old people 1iving in a
residential neighborhood, you can count on its being nice.

Most old people are capable of new adjustments when the
situation demands it. '

Most old people spend too much time prying into the affairs
of others and in giving unsought advice.

The feeling that I might be missing out on so much
after 1 die bothers me.

It is foolish to claim that wisdom comes with old age.

It is hard to get ahead without cutting corners here and
there.

It is evident that most old people are very different from
one another.

The intellectual degeneration of old age disturbs me.

One shouldn't try to involve elderly people in things; all
they really want is some peace and comfort.

Most people are basically good and kind.

If o1d people expect to be liked, their first step should
be to try to get rid of their irritating faults.

It is rather sad to be still alive after all your friends
are gone.

One should take action only whan sure it is morally right.

1 am disturbed by the thought that my abilities will be
1imited while 1 lay dying.

Most old people are constantly complaining about the
behavior of the younger generation.

What we are used to is always preferable to what is
unfamiliar.

When you think about it, old peopfe have the same fauits
as anybody else.

There is really no such thing as a problem that can't be
solved.

A1l in 211, it is better to be humble and honest than to
be important and dishonest.

Most times I feel relaxed in the company of elderly people.

A person isn't worth much when he or she is no longer able
to carry on as a productive member of the community.

You'll never get old if you don't let yourself go.

You're 1ikely to get bogged down if you let elderly people
help you with your projects.

1 am disturbed by the shortness of 1ife,
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Agree Disagree
43 42 41 -1 -2 -3
43 42 +1 -1 -2 -3
43 +2 +1 -1 -2 .3
+3 42 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 42 41 . -1 -2 -3
43 42 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+#3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 42 +] --1 -2 -3
+3 42 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+#3 4) +1 -1 -2 -3
+3 +2 +1 -1 -2 .3
+3 +2 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 41 -1 .2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
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90.
91.

92.

93.
94,
95.
96.
97.
98.
99.
100.

101.
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103.
104.

105.
106.
107.

108.

109.
110.

111.
112.

113.

A person who leads an even, regular 1ife in which few
surprises or unexpected happenings arise, really has a
ot to be grateful for.

Most old people respect others' privacy and give advice
only when asked.

The future is so uncertain that there is 1ittle point in
thinking or planning ahead.

In the long run it is possible to get more done by

tackling small, simple problems rather than large and
complicated ones.

Often the most interesting and stimulating people are
those who don't mind being different and original.

Retired people are happiest in the company of people their

own age.

A11 community organizations should have some older persons
on their boards.

People who spend all they make cannot expect much when
they are no longer earning a living.

The idea of never thinking or experiencing again after I
die does not make me anxious.

Most men forget more easilv the death of their father than

the loss of their property.

The best way to handle people is to tell them what they
want to hear.

Most people who get ahead in the world lead clean, moral
lives.

You can't expect old people to exert themselves.

No one who is retired and over 70 should be allowed to
drive a car.

People suffering from incurable diseases should have the
choice of being put painlessly to death.

One of the more interesting qualities of old people is
when they talk about their past experiences.

Most old people are very relaxing to be with.
Most old people are cheerful, agreeable and good-humored.

People who insist upon a yes or no answer just don't know
how complicated things really are.

The best neighborhoods are those where young families
intermingle with retired people.

If 1 had a fata)l disease, I would like to be told.

Most old people bore others by their insistence on
talking about the "good old days".

Dying might be an interesting experience.

Most o1d people should be more concerned about their
personal appearance; they're too untidy.

Generally speaking, men won't work hard unless they're
forced to do so.
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Agree Disagree
+3 42 41 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 +41 -1 -2 -3
+3 42 41 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 41 -1 -2 -3
+3 42 41 -1 -2 -3
+3 +2 41 -1 -2 -3
+3 +2 +1 -1 -2 -3
+2 +2 4+ -1 -2 -3
+3 +2 +1 -1 -2 =3
+3 42 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 42 41 -1 -2 -3
+3 +2 +1 -1 -2 -3
+3 42 +1 -1 -2 -3
+3 42 +#1 -1 -2 -3
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- . Agree Disagree
114. You can't cope with things the way you used to if you live
: to be a ripe old age. . +3 42 +1 -1 -2 -3
"' 115. By and large, young people don't care about anyone but
themselves. +3 42 +1 -1 -2 -3
_ 116. I would 1ike to live in a foreign country for a while, +3 42 +1 -1 -2 -3
117. 01d age pensioners have a right to be taken care of in a
dignified way even if younger people must contribute their
taxes to make this possible. +3 42 +¢1 -1 -2 -3
118. People grow wiser with the coming of old age. +3 42 +1 -1 -2 -3
119. With everything so uncertain these days, it almost seems
as though anything could happen. +3 42 +1 -1 -2 -3
120. Most old people make one feel i11 at ease. | +3 42 41 -1 -2 -3
121. One seldom hears old people complaining about the behavior
PS of the younger generation. +3 +2 +1 -1 -2 -3
122. Most old people get set in their ways and are unable to
change. +3 +2 +1 -1 -2 -3
123. Most old people seem to be quite clean and neat in their
personal appearance. +3 +2 +1 -1 -2 -3
® 124. The older people get, the more they think only of |
themselves. +3 42 +1 -1 -2 -3

The statements listed below are a quick overview of a lot of material about aging.
Part of it is factual and part is based on stereotypes. The purpose is to get an
initial assessment of the information you know.

o For each of the following statements, please circle true or false. Do not skip any
: questions.
125. 01d age is a time of relative peace and tranquility. T F

126. Emotional disturbance in younger years is highly correlated with emotional
® disturbance in later life. T F

127. The incidence of serious mental il1ness increases with age. F
128. Symptoms of organic brain impairment are easily distinguishable from those

of functional impairment. T F
129. Poor nutrition is a problem which plagues older people. T F
130. Depression occurs more frequently among older people than among the young. T F
131. At least three-fourths of the elderly express a fear of death. T F
132. Older widows adjust to their loss better than younger widows. T F
133. Elderly persons complain of sleep disturbances more often than do younger

persons. T F
134. One-fourth of the suicides in the U.S. are committed by persons 65 years of

age and older. T F
135. Drug abuse is not a serious problem of the elderly. T F
136. At least one-fourth of the aged residing in nursing homes suffer from

psychiatric {llness. T F
137. Most older adults have little contact with their children. T F
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139.
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143.
144,
145,
146,
147.

148.
149,
150.
151.
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155.
156.
157.
158.
159.
160.
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162.

163.
164.
165.

Approximately 15% of the older population are in need of immediate mental
health services.

Psychotherapy is ineffective with older patients.
Most mental health problems of older adults cannot be prevented.

The majority of old people [past age 65) are senile (i.e., deficient in
memory, disoriented or demented).

A1l five senses tend to decline in old age.

Most old people have no interest in, or capacity for, sexual relations.
Lung capacity tends to decline in old age.

The majority of old people feel miserable most of the time.

Physical strength tends to decline in old age.

At least one-tenth of the aged are living in long-stay institutions (i.e.,
nursing homes, mental hospitals, homes for the aged, etc.).

Aged drivers have fewer accidents per person than drivers under age 65.
Most older workers cannot work as effectively as younger workers.

About 80% of the aged are healthy enough to carryout their normal activities.

Most older people are set in their ways and unable to change.
01d people usually take longer to learn something new.
It is almost impossible for most o1d people to learn new things.

The reaction time of most old people tends to be slower than reaction time
of younger people.

In general, most old people are pretty much alike.

The majority of older people are seldom bored,

The majority of old people are socially isolated and lonely.

Older workers have fewer accidents than younger workers.

Over 15% of the U.S. population are now age 65 or over.

Most medical practitioners tend to give lower priority to the aged.

The majority of older people have incomes below the poverty level (as
defined by the Federal Government).

The majority of old people are working or would like to have some kind of
work to do (including housework and volunteer work).

Older people tend to become more religious as they age.
The majority of old people are seldom irritated or angry.

The health and socioeconomic status of older people (compared to younger
people) in the year 2000 will probably be about the same as now.
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DATE CODE NUMBER

The following questions are related to your personal background and training experience.
The information will be used for statistical analysis only and will not be used for
identification of anyone participating in the study.

Your age_ /Sex_____ /Number of children__
Marital: Never married ___ /Married _ /Separated __ /Divorced___ /Widowed
In what kind of program are you currently enrolled? Masters___ /Ph.D.
What year of your program are you in now?
What is the highest degree you have obtained so far?

BA /BS_ /Masters____ /Specialty certificate_ /Ph.D.
Do you intend to pursue further degrees after you finish your current program? Yes /No

Please indicate to the best of your ability the professional plans you have at this
point in your education (check wherever applicable):

Research /Teaching /Direct service /Administration
Indicate which age groups you are interested in:
Children /Adnlescents /College students /Adults /0lder adults

Do you currently have an area of specialization? Yes /No / If so, what is it?

Clinical-aging /Child clinical /Other (e.g. health psychology, psychology
and law, industrial psychology)

Listed below are some reasons gLopIe frequently cite when describing their career paths.
Try to reflect back to the t when you decided to pursue your current interest, and
rate each ftem according to how much it influenced your choice of specialty. NOTE: If
you did not indicate having an area of specfalization, please rate the items with
respect to why you chose clinical psychology as a career. Use a five-point scale
where 1 = not at all and 5 = a very great deal.

Had a particularly inspiring mentor Had a direct service position in the

Had a relative or close friend with area
problems related to the area Interacted well with the population
Liked the people in the field served
Had an important role model _____Q:i:l:::1ity of jobs or career oppor-
---g::: an intriguing course in the The theories fit well with my way of
thinking

——Wanted to be of service, be helpful It was something I didn't know about

_ Wanted to facilitate social change so 1 wanted to learn

Had a research position in the area It satisfied my desire for multidisci-
Was offered a stipend or traineeship plinary study
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Please elaborate on the items you rated highly, and 1ist any other factors, individuals,
or experiences that were particularly relevant at the time you made your decision. Feel
free to be expansive here--continue on the back of the page if you 1ike.

Reconsider these items in terms of the present--th2t is, what is important to you now.
Have any of the factors changed their weightings? Please rate each ftem according to
jts current importance. Use the same five-point scale where 1 = not at all and 5 = a

very great deal.

Had a particularly inspiring mentor Had a direct service position in the
Had a relative or close friend with area .
problems related to the area Interacted well with the population
Liked the people in the field served
_____Availability of jobs or career oppor-
Had an 1mpor?an? role model tunities
--——-I::: an intriguing course in the The theories fit well with my way of
thinking
—_Wanted to be of service, be helpful It was something I didn't know about
_ Wanted to facilitate social change so I wanted to learn
Had a research position in the area It satisfied my desire for multidisci-

Was offered a stipend or traineeship plinary study

Have any factors you added changed in importance, or have any new ones emerged?
Please elaborate.

Did you enter your current program: Straight out of college  /From a closely
related field (specify) /From an entirely different profes-
sion (specify)_ /Other (specify)
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Check the appropriate column to indicate how many undergraduate and graduate courses
you have taken in the following categories. Count each course only once. If you feel
. it could fit in more than one category, choose the one that it fits best.
Numbers of courses

0 1 2-3 4-5 6+

In aging
In 1ifespan development

With a significant com-
ponent devoted to aging

Briefly indicate any volunteer, occupational or social experiences you may have had

that involved a significant amount of contact with older adults (e.g. nurses aide,

church, waiter or clerk, riding the bus). If possible, approximate the total amount
- of contact time you had for each experience.

Briefly describe your reaction (i.e. how you felt, emotions you experienced, attitudes
which were established or re-evaluated). .

)

Y I11. The following section pertains to your clinical experience.
What is your theoretical orientation?

Check the appropriate column to designate the number of patients you have seen
in therapy for each category:

Numbers of patients
- 0 1-4 5-9 10-14 15-19 20-29 30+
Children
Adolescents
College students
- Adult;
Aged
Coupies
Families
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Check the number of therapy groups you have led or co-led in each category:

Numbers of groups
0 1 2 3 4 5+

Children
Adolescents
College students
Adults

Aged

Couples

Families

Check the appropriate column to designate the number of patients you have seen for
testing (assessment batteries) using standard instruments such as the WAIS-R or Luria.

Numbers of patients
0 1-4 5-9 10-14 15-19 20-29 30+

Children
Adolescents
College students
Adults

Aged

Couples

Families

Check the appropriate column to designate the number of patients you have seen for
intake interviews or mental status exams:

Numbers of patients
0 1-4 5-9 10-14 15-19 20-29 30+

Children
Adolescents _
College students |
Adults

Aged

Couples

Families
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Check where you have had experience in indirect psychological services, indicating
o the age group(s) served (include such settings and organizations as police, schools,
hospitals, nursing homes, etc.):

Child Adolescent College  Adult Aged

Consultation

Program evaluation

Mental health
administration

Community outreach

Training
Supervision

NERRRN
NERREN
NERREN
NERNEE
NERRY

Grant writing
- Other:

I11. The following section is aimed at getting a sense of some of your formative relation-
ships--both positive and negative, pleasant and unpleasant. Please 1ist the years the
following people were born and, if applicable, deceased. If giving their current age
is easier, please do so, although an approximation of their birth year is preferable.

o Born Deceased Born Deceased
Mother Maternal qrandmother
Father Maternal grandfather
Sister Paternal grandmother
® Sister Paternal grandfather
Brother
Brotl.er
o

The tables on the following two pages should be used flexibly despite their somewhat
formal appearance. Feel free to add to them, using marginal notes or footnotes to
amplify your response--e.g., you may want to include step parents, brief but significant

® changes in your 1iving environment, a sudden absence of an important person, or the
circumstances surrounding a marked shift of valence of a relationship.
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. In the following table, please check in the appropriate columns to indicate approximately how close you 1ived to your
parents and grandparents and how frequently you had contact with them (including letters and phone conversations) during
childhood, adolescence, and adulthood (since high school). The final column addresses your impressions of your relatien-
ships. Please circle NA if the relationship was (is) inconsequential, and use the following scale for recording the
valence of significant relationships:

Circle 1 if the quality of the relationship was almost all negative

Circle 2 if the quality of the relationship was more negative than positive

Circle 3 if the quality of the relationship was about an equal mix of negative and positive
Circle 4 if the quality of the relatfonship was more positive than negative

Circle 5 1f the quality of the relationship was almost all positive

TN

Proximity Frequency
Within Within Over Less
Lived Within 10 50 50 Weekly Monthly Yearly than
with 1 mile miles miles miles Daily or more or more or more yearly Valence

During childhood

Mother : NA 1 2324

Father N1l 23 4

Maternal qrandmother NA 1 23 4

Maternal grandfather NA 1l 2 3 4
§ Paternal grandmother . NA 1 23 4

Paternal grandfather NA 1 2 3 4

Ouring adolescence

Mother NA1 23405

Father . NA1 23 405

Maternal grandmother | . NA 12345

Maternal grandfather 3 NA1 2345

Paternal grandmother ' NA 1 23 405

Paternal grandfather NA 1 23 4065

During adul thood '

Mother NA1 234065

Father : NA1 23 465

Maternal grandmother NA 1 23 405

Maternal grandfather NA1 2345

Paternal grandmother ~ NA 1 23 405

Paternal grandfather 9 NA 1 2345
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Occasionally people have adults other than their parents or grandparents who have had long-term significance in their
1ives--neighbors, aunts, uncles, or foster parents, for example. If there were such people, please identify\them in
the left-hand column and give some indication of their age (their date of birth, their age now, or their age range
during the period when they were most significant in your 1ife). Then check in the appropriate columns to indicate
approximately how close you lived to them and how frequently you had contact with them (including letters and phone con-
versations) during childhood, adolescence, and adulthood (since high school). Again, the final column addresses your
impressions of the valence of the relationship. Circle NA for periods when the relationship was (is) inconsequential,
and use the same scale as before for indicating the valence (from 1 = almost all negative to 5 = almost all positive).

Identity: Age indicator:
Proximity Frequency
Within Within Over Tess
Lived Within 10 50 50 Weekly Monthly Yearly than
with 1| mile miles miles miles Daily or more or more or more yearly Valence
During childhood N1l 23405
During adolescence NA 1l 23405
During adulthood NAl1 23405
Identity: Age indicator:
i~ Proximity Frequency
- Within Within Over Tess
Lived Within 10 50 50 Weekly Monthly Yearly than
with 1 mile miles miles miles Daily or more or more or more yearly Yalence
During childhood NAl1 23405
During adolescence NA1 2 304
During adulthood NAl 2 34
Idantity: Age indicator:
Proximity _ E[eqhencx_
Within Within Over Less
Lived Within 10 50 50 Weekly Monthly Yearly than
with 1 mile miles miles miles Daily or more or more or more yearly Valence
During childhood NAl1 2 3405
During adolescence NA1 2345
During adulthood ' NA 1 2 3 4_'5
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We are interested in other adults who may have had brief but important formative influ-
ences in your life--relatives, neighbors, teachers, scout leaders, for exarale. Please
identify and describe any such persons, providing information that parallels the infor-
mation on the preceding tables.

1. Identity/role of person: ]

Proximity and frequency of contact: _

Valence of relationship: 1 2 3 4 §
Your age at the time of their greatest importance to you:

Their approximate age at that same time:

2. ldentity/role of person:

Proximity and frequency of contact:

Valence of relationship: 1 2 3 4 5
Your age at the time of their greatest importance to you:

Their approximate age at that same time:
3. Identity/role of person:

Proximity and frequency of contact:

Valence of relationship: 1.2 3 4 5
Your age at the time of their greatest importance to you:

Their approximate age at that same time:

Please rank order the people you have mentioned on this and the two preceding pages
in terms of the importance of their influence on you being the person you are today
(1 = most influential; ties are OK).

Mother
Father
Maternal grandmother
Maternal grandfather
Paternal grandmother
Paternal grandfather

NRRRY

Others you
have mentioned
(please
specify):

14y

142




o

Have you had contact with these or other fmportant adults during times when they
werea physically 1117 Yes /No / During hospitalization? Yes_ /No /

During other institutionalized care? Yes /No

Briefly describe your reaction (i.e., how you felt, emotions you experienced, attitudes
which were estaolished or re-evaluated):

In a word or two, how did you feel while completing this form?

Thanks very much for your help.

15y
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' CODE #

SET A

INSTRUCTIONS :

Attached are two intake sumaries adapted from real case material. Assume each is
dated January 1983. Read each summary; then, based on the information given, answer
the following five questions about each case. Use as much paper as you need, and
write your code number on each piece. Start a new page for the second case, and put

.the client's name at the top of each write up. If some of what is being asked for is

unfamiliar to you, just respond however you can. Although it might be possible for some
of you to linger over this task for quite some time, we are asking you to allow about 20
minutes per case and definitely not to take over an hour altogether.

1. How would you formulate the problem ( for example, what is your diagnostic
impression? What has brought the individual into treatment now?)

2. Write up Goals for Treatment (that is, list the issues to be addressed in treatment
and the type of change that you would hope to achieve)

3. Write up a Treatment Plan (that is, make recommendations, list the steps that you
would take as the therapist, and describe your treatment approach)

4. What more would you want to know (what assessment questions are left unanswered?)
5. How do you view the prognosis.

Remember, please do not discuss these cases with your classmates.

(Gatz, Pearson & Zemansky, 1982)
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Client:_ Peggy S.

1. Behavior during interview and physical description:

Although Peggy was neatly groomed and her clothing well-coordinated, her over-
all appearance was meek and mousy. She rarely made eye contact during the inter-
view and she spoke in a tired monotone. She volunteered almost no information and
answered questionswith as few words as possible. Her facial expression was uniformly
sad, even in response to positive feedback. She looks older than her 64 years.

2. Description of presenting problem:

Peggy came in for help getting over a depression. She claims to have been
depressed since last year when she began to think of her upcoming retirement and
the increasing amount of unfilled time that she would have on her hands. She Slowly
became more withdrawn and her social contacts dwindled. In June of last year Peggy
went to four sessfons with a psychiatrist who prescribed Ascendin. She feels the
medication has made her less anxfous, but she doesn't feel that she benefitted much
psychologically from the visits.

Peggy feels she was able to cope very well despite her depression until she was
attacked outside her Echo Park home this last December. Her garage door opener
didn't function when she returned home one evening, and she was grabbed when she
left her car to open the door manually. Her screams alerted a neighbor and scared
off the attacker, who pushed Ker against her car as he fled. Although she was
uninjured, she remains fearful of going outside. She remains at home alone and
rarely sees others. Moreover, she has begun to neglect the care of her home.
Recently there have been several occasions where she has forgotten where she has put
things, such as her address book.

A further concern is financial. Peggy owns her own home and is considering
selling it and moving to an apartment to release the equity. She has mixed feelings
about carrying out this move.

3. Current situational determinants:

a. Attack last December--no bodily injury

b. Retired last August--40 years as accountant for Kaiser

4. Description of social network:

Peggy has two married sons in their thirties, each of whom has one child. She
seec her sons and their families frequently when they travel from their homes in
Thousand Oaks and Whittier to have Sunday brunch with her. She raised her two sons
alone, following her husband's sudden death in 1949. She also has a 98-year-old
mother who resides in a nursing home in Alhambra. She used to visit her regularly
prior to being attacked, but found it very depressing. Her mother had lived with
her for some time prior to being hospitalized in 1973, after which she was transfer-
red to the nursing home. In recent years, the mother's mental_and physical health
have declined. Peggy's outside interests have always been limited due to family
and work commitments. She has enjoyed attending garden club, which she did regularly

until the group broke up recently.

(Gatz, Pearson & Zemansky, 1982)
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Peggy p. 2

5. Mental status screening:
Memory testing showed no impairment. Peggy scored 41 on the Beck Depression

Inventory, asserting that she feels sad all the time, feels a failure, feels
punished and quilty, blames herself, can't make decisions, and has little energy.

6. a. Sleep and appetite:

Peggy sleeps six hours per night, whereas she used to sleep a regular eight before
her retirement. She sometimes has difficulty falling asleep and wakes up frequently
in the middle of the night. She has a poor appetite and has lost 12 pounds in the
past four months.

b. Brief medical history:

Overall good health. Has chronic post-nasal drip.

c. Current medications:

Ascendin, 150 mg at bedtime,

d. Suidical ideation:

Occasional thoughts, such as "1'd be better off gone”. No plan.

e. Sensory loss:

Complains that vision is not as good as it should be. A recent eye exam reveaied
no problems with her eyeglass prescription.

7. History of prior behavioral problems/psychiatric treatment:
Peggy was depressed once before, in 1948, following the birth of her second son.

She recovered by keeping busy attending to the new baby. In general, she has coped
with past problems by keeping busy. The psychiatrist she saw in June 1982 functioned ~

only to provide medication.

(Gatz, Pearson & Zemansky, 1982)
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Clients' Names: Sherman and Sally K.

1. Behavior during interview and physical description:

Sherman is a frail man,eighty-three years old. He was brought in-by his wife Sally, a
well-dressed woman of seventy-two years, and his daughter Lillian. He is rather unsteady
on his feet, but rejected assistance into his chair. He appeared hard of hearirg and the
interviewer had to repeat some questions a number of times. -

2. Description of presenting problem:

Sally reports that Sherman has been hearing noises in the apartment for the past four
weeks and has been experiencing restless nights, being unable to sleep. He complained so
much that Sally had a contractor come to the house and check out the situation with the
hope that it would calm her husband and allay his fears. According to Sally, these
complaints seem to ''start out of the blue,' with his behavior becoming more and more
strange and fearful.

When Sherman was asked how he was feeling, his wife answered for him. Subsequently the
interviewer spoke with Sherman alone, reassuring Sally that she would have an opportunity
to speak afterwards. After she had left the room, Sherman began to cry. He appears
quite depressed over the fact that his wife is rejecting him sexually. Mine years ago he
had his prostate removed. Since that time, he has been unable to have an erection. He
states that his wife turns away whenever he approaches her, even for affection. He says
she thinks that the idea of having sex with him now is ridiculous.

When she was seen alone, Sally stated that she felt her husband had no reason to be
miserable. She feels that his current craziness is doing a lot to increase her anxiety.
When asked about her relationship with her husband, she said 'You mean sex?...There is
nothing to be upset about; everything's fine." '

When asked about the noises he was hearing, Sherman explained that the neighbors
upstairs have a noisy washing machine. later, his wife stated that she too hears
the washing machine. Sherman seemed anxious to tell me stories about his children
and grandchildren. He said he doesn't have much to do now that he's retired. Until
he sold the business in 1970, he owned and operated his own small auto parts store.

3. Current situational determinants:

a. Hearing noises
b. Restlessness at night

4. Description of social network:

Sally says that she and her husband do not go out, unless it is to visit the family.
Neither of them drives and she says it is too much trouble to take the bus because the
bus stop is not close and her husband has to rest every couple of hundred feet. They
have two married daughters: Lillian, who lives in Van Nuys, and her older sister
Marsha, who lives in Hacienda Heights. Sally and Sherman see their daughters on
alternate weekends, and the two girls trade off driving in to pick up their parents.
Sally describes their relationship with their daughters as ‘'close, as close as it
could be," except that recently Marsha has been seeing a psychiatrist who "'twisted
her mind to suit him'' and turned her against her mother. When Lillian was seen alone,
she described her mother as domineering and expressed concern that her mother's
"overbearing nature' contributes in some ways to her father's problems. Lillian
further reported that during the last year her mother has taken over everything
Sherman used to do in the house--banking, shopping, bill paying, household repairs.

(Gatz, Pearson & Zemansky, 1982)
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Sherman and Sally p. 2

Though Sherman and Sally both used to-love to play cards, in the past few months they
have been unable to get rides to the senior center.

5. Mental status screening:

Sherman scored 8 out of 10 correct on the Kahn Mental Status Questionnaire MQ) .

He missed the year and the president's name (stating Carter instead of Reagan). The
Face-Hand test was negative. Sally began to take the Beck Depression Inventory but
stopped in the middle and refused to finish.

6. (a) Sleep and appetite: Sally reports no sleep problems or appetite loss. Sherman's
appetite is sound but the two concur in describing his sleep as restless.

( b) Brief medical history: Heart disease, hypertension, osteoarthritis, and dizziness
have plagued Sherman for several years. His prostate operation was in 1974; he was
diagnosed as having a heart condition four years ago.

(c) Current medications: Sherman is on several different medications, which Sally
says she gives him when she feels he needs them:
Hygroton 100 mg every other day
Meclizine 12.5 mg daily
Motrin 400 mg 4 times/day
Nitroglycerin as needed
Donnatal every 4 hrs as needed
Mylanta every 4 hrs as needed
Dalmane 30 mg at bedtime

(d) Suicidal ideation: Sherman says his life is no good anymore and he wishes he
were dead. He has no plan for suicide, however.

(e) Sensory loss: Hearing loss in both of Sherman's ears.
7. History of prior behavior problems/psychiatric treatment:
Sally said that neither of them had ever sought help previously. However, when seen alone,

Sherman said that he and Sally had marriage counseling approximately three years ago,
dealing with issues of his health and Sally's lack of consideration toward it.

(Gatz, Pearson & Zemansky, 1982)
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CODE . #

INSTRUCTTONS:

Attached are two intake summaries adapted from real case material. Assume each is
dated January 1983. Read each summary; then, based on the information given, answer
the following five questions about each case. Use as much paper as you need, and
write your code number on each piece. Start a new page for the second case, and put

the client's name at the top of each write up. If some of what is being asked for is
unfamiliar to you, just respond however you can. Although it might be possible for some
of you to linger over this task for quite some time, we are asking you to allow about 20
minutes per case and definitely not to take over an hour altogether.

1. How would you formulate the problem ( for example, what is your diagnostic
impression? What has brought the individual into treatment now?)

2. Write up Goals for Treatment (that is, list the issues to be addressed in treatment
and the type of change that you would hope to achieve)

3. Write up a Treatment Plan (that is, make recommendations, list the steps that you
would take as the therapist, and describe your treatment approach)

4. What more would you want to know (what assessment questions are left unanswered?)
5. How do you view the prognosis.

Remember, please do not discuss these cases with your classmates.

(Gatz, Pearson & Zemansky, 1982)
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SET 1

" Client: Reggie W.

1. Behavior during interview and physical description:

Reggie is a 74-year-old retired actor. He was brought in far an assessment by
his 69-year-old sister, Fran, who is concerned about Reggie's nemory as well as
her own difficulty in coping with him. He appeared for the interview neatly dressed
in a suit and tie. He is very trim and slight in build. His disposition seemed
pleasant and cooperative, even though he appeared to be unsure of himself. He
looked to his sister for reassurance, particularly during testing. Providing rein-
forcement helped his confidence a bit, although it did not seem to alter his per-
formance. He showed a right-handed tremor that increased during testing. Fran
said that the doctor attributes this to nervousness. Several times during the
sessfon Reggie questioned where he was, seeming to be convinced that he had been
to the clinic before. While Fran provided the developmental history, Reggie was
asked to wait in the lobby; during that time he wandered throughout the clinic in
an effort to find his sister.

2. Description of presenting problem:

Fran reports that Reggie has been experiencing noticeable memory problems since
9 years ago, when he underwent hip surgery. Fran believes that memory changes may
have been occurring prior to that time, but were unnoticed. The surgery definitely
exacerbated them, from her viewpoint. For a period of time following the surgery,
Reggie became belligerent with his hospital roommates and nurses for not "speaking
their 1ines properly.” Since that time, Fran describes a pattern of slow and gradual
decline in functioning. Currently, Reggie expresses a fear of being alone, yet is
becoming increasingly introverted. He has some awareness of his memory problems,
stating that "things slip away just after I say them." Reggie watches T.V. and leafs
through magazines during the day, but usually cannot recall what he has just read.
He can keep his apartment i{n order, but experiences lapses where he will forget to
take out the garbage for a week or, conversely, will repeatedly polish his shoes when
it is unnecessary.

In June of 1980 Reggie got lost while driving and the policeman whom he asked
for directions turned his name into DMV for re-examination. He was unable to pass
the drivers' test and hasn't driven since.

Two months ago, Reggie flew to New York to visit his nephew. The first day
there he called Fran and invited her over for dinner. When Fran reminded him that
she was on the west coast, Reggie became distraught. He could not understand where
he was, how he had gotten there, or why he was there, in spite of his nephew's
explanation. Fran said that he appeared to worsen after he returned home.

3. Current situational determinants:

Fran's concern is about Reggie's future. She sees Reggie's difficulties as
a process of old age. She and her brother have never been close (especially at
the height of Reggie's career) and, although she has been helping out, she does
not want to be responsible for Reggie's daily living. She would like to hire a
live-in for her brother or work out something to keep him in his own home. She
is seeking a confirmation from us that this is the best path to follow. She
would 1ike a diagnosis of her brother's condition, since she feels the time may
come when he has to be placed in a nursing home and she wants to be prepared should
this occur.

(Gatz, Pearson & Zemansky, 1982)
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Reggie p. 2

4. Description of social network:

Reggie walks to a nearby coffee shop several times a week for lunch. According
to a neighbor with whom Fran has spoken, he does not socialize when he's there. If
other residents in his apartment building invite him to participate in social activi-
t;esa he w111 occasionally join in, though he will frequently make up excuses as to
why he can't.

5. Mental status screening:

Five errors on the Kahn Mental Status Questionnaire (MSQ). Two omissions
on the Face-Hand test (hands omitted on first and third trials).

6. a. Sleep and appetite:

Sleeps well. Although he has a hearty appetite, he has never cooked for himself.
At most, he heats T.V. dinners and canned soup. He does his own shopping.

b. Brief medical history:

Hip surgery nine years ago to place a steel pin in his deteriorated hip socket.
In a routine physical three years ago, his doctor diagnosed him as having "arterio-
sclerosis, neurosis, and anxiety." The doctor prescribed Haldol, which he takes

"as needed".

c. Current medications:

Haldol (dosage unknown)
Yitamin C--1000 mg
Multiple vitamins
Hydergine

Diamox (for glaucoma)
Timoptic drops

7. History of prior behavioral problems/psychiatric treatment:

Fran does not know how Reggie dealt with previous problems he encountered,
though to her knowledge no psychological treatment was sought.

(Gatz, Pearson & Zemansky, 1982)
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Client: Ruth T.

1. Behavior during interview and physical'description:

Ruth is a 69 year old woman who was brought in to the clinic by her neighbors Jim and
Jay because of some problems she has been having with her memory. Ruth's body language
and appearance were those of a depressed person. She sat slumped in her chair, fidgeting
constantly with her eye glasses. During the interview she became very anxious and
agitated when she experienced memory difficulties. Her facial expression was sad, and
there was little change in her expression when she discussed pleasant activities. She
was teary during much of the interview.

Z. Description of presenting problem:

Ruth first experienced memory problems following the sudden death of her only
daughter in an automobile accident, which she said occurred 1% years ago. During
the interview, she had a hard time presenting historical irformation and demonstrated
time distortion (i.e., Jim said that the daughter had been killed only six months
ago). She described some of the problems that she's been experiencing: suddenly
forgetting where she is if she goes out shopping or banking and misplacing money
and other items. Ruth herself had a car accident recently, where her fender was
damaged when she pulled into an intersection without looking; she explains that

her mind had wandered. Since then, because of having difficulty concentrating on
driving, she has given it up and plans to sell her car. However, she refuses to
take the bus, so that her activities have become restricted. Ruth described herself
as not being able to gather up the energy to do social things. Jim and Jay, who
have been friends of Ruth for eight years, describe her as always having been
independent, one who keeps to herself. Ruth spends her days reading and watching
T.V. She used to enjoy knitting but has given it up because there is no one to
whom to give the things she has made.

3. Current situational determinants:
Memory problems subsequent to daughter's death.
4. Description of social network:

Ruth's marriage to a field geologist at Atlantic Richfield ended in divorce
after 12 years. She describes herself as raising her daughter pretty much alone.
She worked as a speech therapist for the L.A. school system for over 30 years.
Ruth's son-in-law and three granddaughters live in Riverside. She said that she
is in close contact with her family and sees them quite often; however, Jim says
that Ruth hasn't seen her family for quite awhile and was not visited by them
over the Christmas holidays. Ruth has no other family, having recently lost two
cousins with whom she corresponded for years by mail. Her only friends of any
consequence are Jim and Jay. They, however, are substantially younger and lead
their own social lives. Ruth talks to them every day by phone, when they remind
her of things to do such as meal preparation. They also help fix things in her
home. A great source of pleasure for Ruth currently is a pet dog which she acquired
from Pet Orphans four months ago.

(fatz, Pearson & Zemansky, 1982)
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5. Mental Status Screening:

On the Kahn Mental Status Questionnaire (MSQ), Ruth got 7 out of the 10 items
correct. She missed the year, the address and her age. On the Face-Hand test
she made no errors. On the Beck Depression Inventory her score was 5. While
she had expressed feelings of sadness and discouragement earlier in the
interview, her frequent response to Beck items was ''I take one day at a time.
Life isn't bad". In response to the item about whether she cried more now than
in the past, she responded, ''I never cry'". When reminded of a crying spell she
had earlier in the interview, she answered that those tears were not because
she was sad (despite the fact that she had been talking about her daughter's
death at the time).

6. a. Sleep and appetite:

Ruth say. that her sleep is usually good; Jim and Jay kidded her about her
catnapping. She has lost over 10 pounds in the last five months.

b. Brief medical history:
Ruth has not seen a physician in the last four years. She describes herself as
healthy. She has arthritis in her hands and complained of occasional tension
headaches for which she takes Tylenol. In addition, Jim told me when I talked
to him separately (after seeing Ruth alone) that she has complained to h1m of
trouble with her bowels and that she often has diarrhea.

"~ C. Current medications:

None reported.

d. Suicidal ideation:
Ruth stated, ''I don't believe in that sort of thing''.

e. Sensory loss:
None.
7. History of prior behavioral problems/psychiatric treatment:
Ruth admitted she is very wary of psychology and the people who work in it,
and expressed uncertainty at the end of the interview about whether she wanted to

come back in for counseling. Jim and Jay are very willing to provide transporta-
tion to the clinic if she decides to come.

(Gatz, Pearson & Zemansky, 1982)
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